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This project explores concepts surrounding prison, punishment, vulnerability to 
premature death and morbidities, and the power to influence vulnerability to premature death. 
During the COVID-19 pandemic, correctional and detention facilities were particularly 
vulnerable to the spread of the coronavirus, and between staff members and those incarcerated 
within these facilities, incarcerated people were the most vulnerable to COVID-19. This project 
explores the following questions: What are the collateral health consequences of carceral 
punishment and how does COVID-19 illuminate those consequences? What was the impact of 
COVID-19 on incarcerated individuals and what does that mean in relation to disproportionate 
health effects within correctional facilities? How does the carceral system create, reify, intensify 
and reflect health inequities in broader society? With a quantitative analysis including the of 
case fatality rates and potential years of life lost along with a case study of Vermont prisons 
during the COVID-19 pandemic, this project uses a mixed-methods approach, including a series 
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CHAPTER 1: INTRODUCTION 
Coming to the Topic 
In the Spring of 2020, as the COVID-19 pandemic was spreading across the world, I was 
in Italy studying abroad in the small Tuscan city of Siena. While enrolled in a course about the 
early stages and aftermath of the Black Death, I was simultaneously watching the modern world 
experience the early stages of a new plague, COVID-19. COVID-19 is a highly infectious 
respiratory disease caused by the coronavirus. According to the World Health Organization 
(WHO), the best way to avoid spreading this air-borne illness is to be well-informed about the 
virus, the disease it causes, and its methods of transmission. Informed prevention measures entail 
frequent hand-washing, the use of alcohol-based hand sanitizer, wearing masks, avoiding 
touching the face, and avoiding close contact with other people who might be carriers of the 
virus. While COVID-19 is capable of infecting people of all ages, genders, and socio-economic 
statuses, there is great inequality in who is more at risk of contracting and dying from the 
coronavirus.  
Contracting COVID-19 is certainly not a random occurrence. People with specific health 
conditions were more vulnerable to contagion, and according to WHO (2021): 
Most people infected with the COVID-19 virus will experience mild to moderate 
respiratory illness and recover without requiring special treatment. Older people and 
those with underlying medical problems like cardiovascular disease, diabetes, chronic 
respiratory disease, and cancer are more likely to develop serious illness. 
People living in spaces that are particularly vulnerable to the spread of were disease were also 
more likely to be impacted by the coronavirus. For example, people living in spaces of 
confinement (e.g., nursing homes and correctional and detention facilities) and people working 
in those spaces were at a heightened risk of contracting the coronavirus because they had more 
close contact or general exposure to other people.  
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Due to the fact that I experienced the early stages of the COVID-19 pandemic in Italy 
while studying the onset and consequences of the Black Death, I could not help but compare the 
two. The Black Death was the most fatal pandemic recorded in human history, with an estimated 
death toll of between 75 and 200 million people from around 1247 to 1351, at time period when 
medical knowledge was not sufficient to combat the disease (Gottfried 1984). The impacts of the 
Black Death changed the economic, religious, and social trajectory of the world, and the 
COVID-19 pandemic— which has so far taken the lives of more than 2.8 million people out of 
more than 132 million cases—1threatens to once again change the world as we know it and to 
highlight structural inequalities that plague societies.  
Even though the number of fatalities from the ongoing COVID-19 pandemic is not 
comparable to that of the Black Death, there are overlapping trends revealed by both pandemics 
surrounding health inequities and the impact of social inequality on differential vulnerability to 
contagion. In Italy in the 1340s, e.g., the people most likely to contract and die during the Black 
Death were essential workers and any marginalized groups of people lacking in social or network 
capital. People still working after non-essential businesses were closed and border restrictions 
were implemented between cities were more likely to be in close contact with infected people.2 
During the COVID-19 pandemic, essential workers and socially marginalized groups of people 
are also at an increased risk of contracting the coronavirus and dying from it, however among the 
most vulnerable to fatal or otherwise negative health impacts of the coronavirus were people 
experiencing incarceration.  
 
1 This data is tracked on an interactive map published by Johns Hopkins University and available on the website 
titled “COVID-19 Dashboard by the Center for Systems Science and Engineering (SCCE) at Johns Hopkins 
University” (Dong et al. 2020). 
2 Some of the essential workers most impacted included doctors, clergy, judges, and notaries (Bowsky 1964, 20). 
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It was not until late February 2020 in Siena that I noticed mask-wearing start to become 
common, yet by March the world felt like a completely different place to me. For a while, Italy 
had had the worst reported coronavirus outbreak outside of China, and fear and anxiety spread 
just as quickly as the contagion. During the first week of March 2020, I came across a newspaper 
headline reporting prison riots across Italy. By that point, several Northern and Central regions of 
Italy had been deemed “red zones” and 16 million people were already in quarantine (Gostoli 
2020). On March 7th, Italian Prime Minister Giuseppe Conte had approved a series of 
recommendations for prisons to respond to the spread of COVID-19, which included limiting 
movement of incarcerated people, endorsing house arrest, and banning in person visits which 
would be replaced with video calls. On March 7th and 8th, incarcerated people throughout Italy 
protested at least 27 different locations (Gostoli 2020). It was reported that 10% of Italy’s prison 
population were involved in riots, which resulted from a mixture of fear of contagion within 
closed, overcrowded, and precariously hygienic spaces as well as pushback against isolation 
restrictions being put in place (Tozzo et al. 2020). Incarcerated Italians in overcrowded prisons3 
feared for their health and wanted to avoid increased isolation and further loss of freedom.  
By mid-March, Italy was entirely operating as a “red zone,” i.e., under lockdown with 
major travel restrictions. This is when I booked a flight back to the United States. Despite the 
travel restrictions put in place by the Italian government, my freedom and mobility were made 
possible as a result of my United States citizenship. My U.S. passport granted me access across 
national borders and increased my potential for mobility even during a global pandemic when 
governmental regulations would have otherwise restricted my movement.  
 
3 According to Tozzo et al. (2020), Italian prisons were overfilled at 129% capacity, while according to Cingolani et 
al. (2020, 1), overcrowding as of April 3, 2020 was 121.75%.  
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During my own quarantine, I watched as global travel restrictions tightened, the 
coronavirus cases and death tolls continued climbing, and people were subjected to increased 
states of isolation and separation. As the COVID-19 pandemic progressed through its early 
stages, I spoke with family and friends in different regions of the world and became more aware 
of the fact that people were experiencing the same pandemic in very different contexts with very 
different embodied experiences. I noticed an increasing trend of people experiencing travel 
restrictions and quarantine who attempted to relate their experiences to incarceration. While 
isolation during the ongoing COVID-19 pandemic is an embodied experience felt differently for 
everyone based on their identities, experiences, geographic locations, and general social and 
structural determinants of health, it is for these very reasons that the experience of increased 
isolation inside a correctional or detention facility is not comparable to that of the general public. 
I spent a lot of time in my own quarantine thinking about the ways that the COVID-19 
pandemic might be impacting people experiencing incarceration in Italy, the United States, and 
around the world. For example, the main plan to control the early spread of COVID-19 
contagion in Italy, as presented by the Ministry of Justice and that of Health, included isolation 
from the “outside world” and identification of possible cases and early treatment. However, as 
Cingolani et al. (2020, 3) explain, isolation from the outside world was not a possibility due to 
the fundamental nature and design of prisons:  
The Italian Constitution dictates that in depriving persons of their freedom, there must be 
full respect of their rights to health, life, and personal integrity. Since prison is not an 
island, the spread of COVID-19 among prisoners risks creating an enormous hot spot that 
can transform Italian prisons into epidemic bombs that harm both prisoners and those 
outside. A prison cannot be entirely cut off because its operations depend on people who 
come and go daily, such as the directors, social workers, health care staff, and prison 
guards. 
When thinking about the impact of COVID-19 within carceral spaces, I was influenced 
by my personal experience inside Vermont’s only women’s correctional facility, i.e. Chittenden 
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Regional Correctional Facility (CRCF). Throughout my four years at the University of Vermont, 
I entered CRCF in a number of different volunteer capacities. I had the opportunity to be a 
teaching assistant my second year at UVM through the Liberal Arts in Prison Program, which 
offers credit-bearing courses to people experiencing incarceration, and in subsequent years I 
continued going to CRCF in a volunteer capacity with a UVM club that coordinated recreational 
activities, i.e. volleyball, and then by coordinating a weekly book club inside with the 
incarcerated women and UVM students. My experience when entering— and even more in 
exiting— the Vermont correctional facility is one where my privilege is particularly visible to 
me. I am aware that I voluntarily enter through the doors and pass security with the ability to 
leave, while the incarcerated women have no such freedoms to control their movement.  
In my experience, the process of entering CRCF is one of passing through a semi-
permeable border where mobility is heavily restricted and only possible for some. In the process 
of entering CRCF, I leave my phone and any other electronic device that might connect me to the 
“outside” world behind, and every notebook or textbook that I intend to bring in with me is 
checked by a correctional officer before I take my shoes off to walk through a metal detector and 
then through two heavy metal doors that loudly lock behind me as I emerge into a series of 
hallways lined with more locked doors and cameras along the ceilings. If I am not escorted to my 
destination by a correctional officer or another staff member, I walk through the hallways and 
doors are opened for me by a staff member in “the bubble” who surveils the facility using facility 
cameras and controls movement of people moving through that space. 
 My experiences at CRCF largely informed my decision to develop a thesis project that 
explored the impacts of the COVID-19 on correctional facilities— specifically on Vermont 
correctional facilities— as a framework to discuss broader topics surrounding power, 
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punishment, and negative health impacts as collateral consequences of carceral punishment. 
Other significant factors that informed the decisions I made throughout this research process 
were ethical considerations of this research subject and my positionality as a college-educated, 
White, cis-woman who has never been involved in the criminal legal system and has only 
entered correctional facilities in a volunteer capacity. While I cannot claim to understand the 
embodied experiences of someone experiencing incarceration or those of a staff member 
working in a correctional facility, i.e. the two populations most discussed in this thesis, I am in a 
favorable position to do this research because of my previous experience in a carceral space 
which has allowed me to develop greater empathy for these populations based in interpersonal 
interactions. I hope that this research can shed light on the ways that people experiencing 
incarceration were impacted during the COVID-19 pandemic even with the shortcoming that this 
project is not able to center the voices of that population.  
Project Summary 
 This study seeks to answer the following questions: What are the collateral consequences 
of carceral punishment? How does incarceration impact the health of the people affected by it? 
What was the impact of the COVID-19 pandemic within correctional facilities, and how did the 
impact differ for facility staff members and people experiencing incarceration? How does the 
COVID-19 pandemic illuminate the health consequences of carceral punishment? And how does 
the United States carceral system create, reify, intensify and reflect health inequities in broader 
society? My intention is not to exceptionalize the health impacts of COVID-19 in United States 
correctional facilities, but to use COVID-19 as a case study that illustrates how the carceral 
system reflects broader structural health inequities by showing how those trends are made more 
visible during a health crisis.  
   
 
11
This project explores group-differentiated vulnerability to premature death by exploring 
the physical and mental health impacts of incarceration during COVID-19. Incarceration both 
impacts and is impacted by the structural conditions that are social determinants of health. More 
than changing a person’s geographic location, depriving them of freedoms and exposing them to 
a series of health risks, a prison sentence changes a person’s access to healthcare and other 
important resources during and after incarceration. Disproportionate health inequities negatively 
affect people of color in the United States, and, resulting from broader systems of power (e.g. 
criminalization, racialization, and carcerality) that underlie the social structure of the U.S., there 
is a disproportionate number of poor, working class, Black and Latino people incarcerated in 
U.S. correctional and detention facilities. Health disparities are exacerbated within the prison and 
other spaces of confinement, and it appears that the social and structural health inequities of 
broader society are not only reflected by the carceral system but are also recreated and 
intensified through incarceration.  
This research complements existing literature on the relationship between the United 
States carceral system and systems of public health, which is seen in patterns and reproductions 
of health inequities illuminated within correctional facilities. Extensive literature reviewed in 
chapter 2 explores crime as a social construct along with some of the innerworkings of the 
carceral system and broader philosophies of power and punishment at the intersection of race, 
class, gender, and health. Chapter 3 contextualizes some collateral consequences of carceral 
punishment, e.g., those related to food, access to health care and programming, families and 
communities, increased isolation and separation, and vulnerability to the spread of disease. 
Several of the main concepts and theories introduced in chapters 2 and 3 that frame this project 
include those of social exclusion as discussed by Jeremy Travis (2002), coercive mobility as 
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discussed by Dina Rose and Todd Clear (1998) and Todd Clear (2002), racism and violence as 
discussed by Ruth Wilson Gilmore (2006), and necropolitics as discussed by Achille Mbembe 
(2003). 
This paper is divided into 8 sections, starting with this first introductory chapter which 
describes how I came to this project idea. My experience being abroad at the start of the 
pandemic and studying the Black Death in Italy were foundational to the development of this 
project and to my baseline knowledge of the social impacts of global pandemics. Chapters 2 and 
3 discussed above are conceptual and contextual reviews respectively. Chapter 4 further 
describes how this project was developed and explains in depth the quantitative and qualitative 
methodologies implemented. Chapter 5, which begins the COVID-19 case study, presents the 
quantitative findings and analysis of the two measures calculated, which were: 1) case fatality 
rates for incarcerated individuals and correctional and detention facility staff and 2) years of life 
lost from the COVID-19 deaths of incarcerated individuals. Comparing case fatality rates show 
that of the two populations, i.e. incarcerated individuals and facility staff, people experiencing 
incarceration were at a greater risk of contracting fatal coronavirus cases. The measure of 
potential years of life lost attempts to quantify what that loss of life means for families and 
communities by estimating the number of years of life that the COVID-19 deaths among 
incarcerated individuals represent.  
Chapter 6, which presents a qualitative case study of COVID-19 in Vermont prisons, uses 
interview data along with information from Vermont Department of Corrections press releases 
and Vermont local news sources to explore the physical and mental health impacts of 
incarceration during the pandemic. Vermont was chosen for a number of reasons, but partially 
because there have not been any reported COVID-19 deaths among the incarcerated population. 
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This case study highlights the ways that the health of Vermont correctional facility staff and 
incarcerated people was impacted during the ongoing COVID-19 pandemic even without fatal 
COVID-19 cases. Chapter 7 provides a further discussion of the findings and analyses presented 
in chapters 5 and 6. The negative health impacts associated with incarceration are not exclusive 
to this time when a pandemic is ongoing. Instead, the health impacts during the pandemic are 
used to highlight the health impacts and inequities associated with incarceration at a time when 
they are more visible or more exacerbated.  
Chapter 8 includes my conclusions along with research limitations and recommendations 
for future research on this subject. Ultimately, the conclusion explains how this project fits into 
broader questions about the meanings and consequences of carceral punishment and the power to 
influence the potential for life or the vulnerability to death and morbidities. Incarceration, while 
not usually explicitly fatal, has been shown to adversely impact mental and physical health of the 
people most affected by it with or without the presence of a public health crisis. This project uses 
the case of the COVID-19 pandemic to show how incarceration differentially increases 
vulnerability to premature death and morbidities, e.g., by deteriorating mental and physical 
health and depleting social and network capital of people experiencing incarceration, and how 
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CHATER 2: CONCEPTUAL REVIEW 
Conceptualizing Criminal Justice and Public Health 
 “With a perspective on crime as an endless natural resource, we can raise some questions 
which are rarely made explicit. We can ask: When is enough, enough, or, eventually, when is it 
too little crime? What are the suitable types and volumes of acts seen as crime? And following 
that, what is the suitable amount of control through the penal apparatus - eventually, what is the 
suitable number of officially stigmatized sinners?”  
   — Nils Christie, A Suitable Amount of Crime 
 
Acknowledging what social science and public health scholars have said about criminal 
justice and public health is necessary to inform a more comprehensive understanding of how 
they relate to each other and how they relate to prison during the COVID-19 pandemic. The deep 
analysis of these concepts is beyond the scope of this project, so it should be noted that the 
following discussion is not intended to be a comprehensive analysis of all existing literature. 
Nevertheless, a brief framework is an important preface to this project. Understanding criminal 
justice is not separate from understanding what is considered a crime or who is considered 
criminal. After briefly discussing these topics, I will discuss the nature of punishment and prison, 
Crime as a Social Construct 
 
Significant variety exists in the ways that crime has been conceptualized. Some 
scholarship in criminology explains crime from a “rational/legal” theoretical approach, arguing 
that the criminal legal system is a product of “rational, impartial decision-making based on the 
rule of law” (Barak 2018, 7-10). This orientation, influenced by classical criminology4, might 
provide a basic definition of crime as “a violation of the law and therefore an act of deviance” 
(Felson 2009). However, this understanding is limited and lacking nuance and understanding of 
 
4
 Classical criminology emerged amidst the Enlightenment period in Europe, especially in England and France due 
to their strong influence on rationalism and humanitarianism. Rooted in the idea of the “social contract” and “free 
will,” classical criminology assumed that men (white property-owning men) chose to participate in the social 
contract by submitting to the government and were liable to be punished if they broke that contract (Barak 2018, 43-
44). 
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the fact that while crime is considered deviant, not all deviant behavior is criminal. Other 
scholarship frames the criminal legal system as an apparatus that includes state and nonstate 
response to crime, including: crime control carried out by state and nonstate actors, the formal 
creation of criminal law carried out by legislators, police, courts, and corrections departments, 
and others who influence the criminal legal system, e.g., media, political interest groups, or 
academic researchers. In order to establish a more holistic view of crime, I use apparatus-
oriented models that are particularly informed by “socially constructed reality” orientations, e.g., 
“symbolic interactionism,” “the flawed self,” “moral panic,” “self-fulfilling prophecy,” or 
“dramaturgical analysis” (Barak 2018).  
Crime, determined by the political economy, must therefore be approached as a product 
of cultural, social, and political processes. Sociologist Nils Christie explains crime abstractly as 
an “endless natural resource” which allows a discussion of crime to begin with the thought that 
any act can have the potential for endless meanings to be attached to it, each with various 
associated consequences. Therefore, for any act or behavior that is unwanted, there are a number 
of ways it could be understood (e.g. “bad, wrong, evil, misplaced honor, youth bravado, political 
heroism— or crime”), and depending on the nature of the meaning attached, there are a number 
of systems that could be mobilized to address the action (e.g. “judicial, psychiatric, pedagogical, 
theological”) (Christie 2004, 10). The potential for the meaning of crime to be attached to an 
endless supply of acts shows the potential for a nearly endless supply of people who can be 
punished. The theory of crime as a natural resource constructs the “criminal” as a site from 
which labor can be extracted, however this is not without the consequences of assorted 
dispossessions and the depletion of health for those affected. 
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 An understanding of crime simply as rule-breaking (i.e. breaking the law) leaves one 
vulnerable to an analysis of crime based on individual cases, which attempts to erase the broader 
context of socioeconomic patterns of crime and deviance that have been systematically produced 
and reproduced in society. Scholars have argued that the causal discussion of crime has, in fact, 
become individualized by focusing more on individual level factors and less on broader social 
factors. This individualization has resulted in the increase of crime policy focusing on 
reactionary control and security measures instead of taking a preventative approach that would 
attempt to improve the environments that produced the crime.  
Scholars across disciplines have taken a more critical approach to understanding crime 
and its material consequences by embracing the nuances and contradictions in what has come to 
be deemed crime and how crime has changed over time. Although it is a vague concept, crime is 
inherently both a legal and social one (Friedman 1993, 3-6). Therefore, understandings of the 
legal and social nature of crime must be informed by the nature of laws, which, guided by the 
political economy, “change, depending on what, in a social order, counts as stability, and who, in 
a social order, needs to be controlled” (Gilmore 2006, 12). Also pertinent to conceptualizing 
crime is its dynamic nature. In Crime and Punishment in American History, Lawrence Friedman 
(1993) highlights that crime and responses to it are not absolute and have varied greatly since the 
nation was founded, reflecting changes in society’s cultural beliefs and socio-economic goals.  
The social nature of enacting crime or reacting to it is not a new concept. Sociologist 
Emile Durkeim took a clear social approach to crime as early as 1964, positing that: 
We must not say that an action shocks the common conscience because it is criminal, but 
rather that it is criminal because it shocks the common conscience. We do not reprove it 
because it is a crime, but it is a crime because we reprove it (Durkheim quoted in 
Chiricos et al. 1972, 553-4).  
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Durkheim takes a societal approach to crime response but fails to acknowledge here that crime is 
not defined in total by the “common conscious.” As Raymond Michalowski (2016) points out, 
the exercise of state power is what determines the legality of behaviors whether or not they are 
deviant or violent in nature. Along the same vein, the power to determine legality of behaviors is 
also the power to determine among illegal behaviors, which constitute serious crimes, lesser 
offenses or minor infractions, and which will be treated as non-criminal administrative matters 
(Michalowski 2016, 183).  
This power, which is significant in determining who is sentenced to serve time in prison 
and for how long, is wielded by a number of state actors. In many ways, crime control is shaped 
by police, who often serve as the entry point into the criminal legal system. Although many 
officials of the criminal legal system are involved (i.e., a slew of state and federal law 
enforcement officers), scholar and activist Angela Davis argues that the prosecutor, defense 
attorney, and judge have the greatest influence on the outcome of criminal cases. However, 
Davis (2002, 62-78) also explains that due to severe power imbalances, justice in this system is 
often not able to be administered fairly. 
Violence and Crime 
A general fear of crime is sometimes associated with the notion that crime can be equated 
to violence. This would be a false assumption, as the two are not mutually exclusive. Crime is 
not inherently violent, so not all crime is violent crime— i.e., crime involves rule-breaking and is 
often considered deviant, while violent crime involves “intentional harm-doing using physical 
means” (Felson 2009, 24)—, and the vast majority of people in prison are not there for 
committing violent crimes (Sawyer and Wagner 2020). More than just intentional harm-doing, 
violence is understood by the nature of its definitive consequences. Ruth Wilson Gilmore has 
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defined violence as a cause of premature death (Gilmore 2006). There are many non-criminal 
behaviors that cause premature death (e.g., cigarette smoking, alcohol consumption, war) and 
many criminal behaviors that do not (e.g. most property crimes and cyber crime). With the 
inconsistencies of crime policy in mind, it becomes clear that the notion of violence must not be 
blindly attached to crime, and only applied when warranted.  
Richard Felson (2009) provides another framework for understanding the connection 
between violence, crime, and violent crime.  
 … violence in self-defense, violence by social control agents (parents and police), and 
 violence in war are typically neither criminal nor deviant. On the other hand, theft and  
illicit drug use are crimes but do not involve violence. In addition, different types of 
crime involve different attitudes toward harm (Felson 2009, 24). 
For example, most assaults are intended to harm the victim, while consumption of illicit drugs is 
considered victimless crime, yet both are criminalized. It is clear that violence and crime can be 
overlapping domains, yet not all violence is considered criminal or even deviant for that matter, 
and violence is only considered crime depending on who enacts it. This suggests a distinction 
between objective and subjective realities of crime in terms of harm-doing. In no way do I object 
to the fact that harms done to people are real and should be acknowledged, however it is 
important to emphasize that the criminal legal system only criminalizes certain harms. For 
example, manslaughter refers to death due to negligence, however it only applies to individuals, 
i.e., there are no corporate manslaughter laws in the United States.  
 Sociologists have pointed to “selective enforcement” and “differential application” of 
law to explain how in the United States, those who are affluent or otherwise powerful are often 
“beyond incrimination,” and punished mildly if punished at all (Barak 2018, 184). Another 
example aside from corporations would be police and prisons. Both are law-enforcing 
institutions that promote “safety” but are allowed to engage in violence often without being 
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charged or held accountable. Patterns of police violence and “police-prosecutor codependence” 
have led to scholarly critique of police and questions about who or what institutions of law 
enforcement are designed to protect (e.g., Trivedi and Van Cleve 2020) and who they are 
accountable to. Some scholars have argued that police are accountable, just not to the poor, 
Black people who are most likely to be victimized by them (Valdez et al. 2020). The prison itself 
has also been discussed as a space where violence is enacted and produced in many ways (e.g., 
Beck 2013; Davis 2016; Drucker 2011; 2018; James 1996; 2000; Pemberton 2015).  
Dangerousness and Crime 
Rather than declining crime rates, the media has historically circulated images of 
“dangerously violent criminals” imposing a rhetoric that “they” need to be locked up for the sake 
of public safety. This has undoubtedly contributed to the spread of “tough on crime” rhetoric 
which has criticized “leniency.” While the “war on terror” and a focus on the global economy 
dominated presidential elections in 2004, 2008, and 2012, in 2016, Donald Trump reemphasized 
concern of “rising” crime and the need for “law and order.” This rhetoric reflects the United 
States’ harsh penal policies and practices that seem to irreparably separate the “dangerous other” 
from the victim as well as from the community. 
Scholarship has identified the relationship between crime, class consciousness, and 
permeating ideas that certain groups of people are socially constructed as dangerous. Many 
scholars interested in analyzing crime and the criminal legal system are inspired or otherwise 
informed by the work of philosopher and historian Michel Foucault (e.g. Garland 2001; 
Pemberton 2015; Shabazz 2015; Simon 2007). However, there are significant criticisms of 
Foucault’s work. Scholar and activist Joy James (1996, 25) provides one of several important 
critiques of his work by arguing that Foucault missed the mark by universalizing “the body of the 
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white, propertied male… with no specificity tied to racialized or sexualized punishment,” and in 
doing so contributed to the erasure of the long history that people of color have with carceral 
punishment. James (1996, 26) asserts that: 
In racialized societies such as the United States, the plague of criminality, deviancy, 
immorality, and corruption is embodied in the Black because both sexual and social 
pathology are branded by skin color (as well as by gender and sexual orientation).  
I am informed by the work of Foucault, but with full acknowledgment that carceral 
punishment in the United States is intricately tied to race and gender alongside class 
dynamics. In an interview with Jonathan Simon, e.g., Michel Foucault points out the 
contradiction in broad understandings of crime as violence using the example of the “white collar 
criminal,” who might enact violence in terms of injury to a worker or production of a product 
that was intentionally allowed to be dangerous, but “would not be treated by the courts as a 
dangerous person” (Foucault et al. 2016, 10). As previously discussed, the elite of society are not 
as likely to be treated as dangerous as those who are marginalized, which Foucault emphasizes 
while discussing the criminalization of the mentally ill: “and it’s also the case for instance that 
the mentally ill in [the U.S.], and perhaps in Europe in general, have been treated as dangerous 
far more than other eventual studies have shown them to be” (Foucault et al. 2016, 10). 
Not only must crime be understood as separate from violence, but it must also be 
distanced from notions of dangerousness. While violent or otherwise dangerous crime does exist, 
the notion of dangerousness is something that can be constructed and reproduced through 
criminalization and stigmatization. The example of the criminalization of mental illness (e.g. 
Corrigan et al. 2014), along with that of substance use disorders or houselessness, shows that 
criminalization is coupled with tangible consequences, i.e., an increasing trend of those 
populations being disproportionately incarcerated (Fazel and Danesh 2002).  
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Brett Story (2015, 215) also explains how physical carceral spaces serve to reify the 
concept of “the dangerous other”: 
Banishment spaces and containment sites, from the neighborhood exclusion zone to the  
police holding van, demonstrate to a wider public that danger is nearby, that it is 
predominantly black or brown, poor and working class, and that those labeled as 
dangerous are socially disposable. 
While much of the criminal legal system functions behind doors, the visibility of police and 
prison that persists serves as a constant reminder that we should fear “dangerous criminals” and 
that, in the name of safety, they should be subject to carceral punishment. Reflecting sentiments 
expressed by Foucault, Friedman (1993, 8) holds that although the sense of danger may change 
throughout the course of history, “all crimes are acts that society, or at least some dominant 
elements of society, see as threats.” This discussion of the concept of dangerousness invites a 
broader, and possibly more abstract, conversation about what constitutes a “criminal” and what 
is the effect of “criminal labelling5” (see e.g., Chiricos et al. 1972).  
My understanding of crime is shaped by the perspective that “crime is not an act by itself, 
crime is a certain relation between an act and an intention” (Foucault et al. 2016, 12) with the 
potential of an “endless natural resource” (Christie 2004). I understand crime not necessarily as 
any isolated behavior, but as the exercise of state power through the criminal legal system that 
ultimately attaches meaning to an act by defining which combination of behavior, intention, and 
circumstance constitutes a crime, and then by what means the person who committed that crime 
can be punished. The variety and inconsistencies in what are considered crimes support an 
overarching sentiment; crime does not inherently exist, but was socio-legally constructed, 
 
5
 Sociologist Howard Becker developed Labelling Theory in the 1960s, building off of sociologist Robert Merton’s 
theory of the Self-Fulfilling Prophecy coined in 1948, which suggests that when labels are attached onto someone by 
others, (e.g., public, police, and courts labelling the already marginalized as deviant) and they become aware of the 
label, they may take the label as part of their identity and act out the label (e.g., by becoming more deviant).   
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intensified, reified, and recreated throughout history along with the carceral system that 
accompanies it.  
On "Criminal Justice” 
This discussion has exemplified differences in perspectives of crime but is lacking in 
clear perspectives of the role justice plays in what has been called the criminal justice system. 
Scholars more often discuss what is in opposition to justice than what defines it. There is irony in 
the fact that many social movements seeking justice for loved ones —e.g., those explored in the 
work of Davis (2016) and Gilmore (2006)— are in fact protesting what they see as injustice 
created by the “criminal justice system.” Dan Beaucamp (1976, 3) provides a broad definition of 
justice as when the burdens and benefits of society are fairly and equitably distributed. My 
understanding of justice is informed by this perspective, however Beaucamp’s definition does 
not clearly illustrate the role of justice specific to the “criminal justice” system.  
Felson (2009, 27) suggests that “justice requires that the wrong-doer is appropriately 
punished, i.e., that the punishment should ‘fit the crime6,’” yet critics would argue that 
punishment is not essential to justice and ultimately results in the recreation and perpetuation of 
injustice (e.g., Foucault 1977, 272). Scholars have argued that punishment can never 
fundamentally be equal to the wrong nor the damage done (Christie 2004, 84), and as a result, 
there is emerging support for alternative justice models outside of carceral punishment, e.g. 
transformative justice, which aims to reach the root cause of problems, “generate solutions and 
 
6
 This sentiment has led to condemnation of judges and politicians who are deemed too lenient, which contributed to 
the perpetuation of “tough on crime” rhetoric through politics and the media. Tangible consequences of this include 
racialized criminal labeling and harsher sentencing such as the “Three Strikes Law” (see e.g., Caldwell and Caldwell 
2011). 
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healing there, such that the conditions that create injustice are transformed” (Brown 2020)7. The 
stark contrast between the transformative justice model and the criminal justice model illustrates 
that there is no omnipresent definition of justice nor its precise role in the “criminal justice” 
system.  
There is an ongoing conversation among scholars and activists who now challenge the 
use of the term “criminal justice” entirely (Levin 2018). Among those critical of the term, 
Benjamin Levin (2018, 620) questions the appropriateness of “criminal justice” to describe the 
current model of criminalization, policing, prosecution, and punishment in the United States. 
Responding to concerns of structural inequality and mass incarceration, scholars have begun to 
omit any reference to justice and instead reference the “criminal legal system” (e.g., Ritchie 
2013), the “legal system” (e.g. Zuckerman 2017), the “criminal system” (e.g. Levin 2018), or the 
“carceral system” (e.g. Story 2019)8.  
The role of the United States carceral system has historically been understood as enacting 
punishment— which will be further discussed in the following section— and crime prevention. 
However, extensive bodies of literature within the social sciences have come to understand that 
the carceral system has become more concerned with management and control of the 
“dispossessed,” “disposable,” “undeserving” or otherwise “ungrievable” (e.g., Alexander 2010; 
 
7
 Activist and author adrienne maree brown is drawn to transformative justice over the criminal justice model, 
stating that “When the response to mistakes, failures, and misunderstandings is emotional, psychological, economic, 
and physical punishment, we breed a culture of fear, secrecy, and isolation” (Brown 2020).  
8
 I refer to the carceral system and the criminal legal system in a relatively interchangeable way. However, the use 
of the former is intended to emphasize the carceral nature of prison, jail, and other societal institutions of 
confinement while the latter is intended to emphasize the socio-legal nature of policies, practices, and institutions 
involved that criminalize and punish those deemed criminal. Each should be understood as connected to the other, as 
carceral institutions are not confined to the walls of the prison, jail, or detention centers and the reach of the criminal 
legal system extends far past the police encounters or the courtroom into the depths of communities.   
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Gilmore 2006; Pemberton 2015; Story 2019). This idea of the carceral system functioning to 
manage and control has also been found in literature focusing on public health.  
Analyzing the criminal justice approach to violence prevention, Beaucamp (1976, 4) 
states that the criminal justice model hides, obscures, and conceals “conditions that might 
otherwise emerge as a public health issue.” Beaucamp (1976) uses the example of policies that 
criminalize substance use disorders— and therefore the people suffering from them— to discuss 
the relationship between criminal justice and public health. Sarah Wakeman (2017, 922) found 
that a consequence of the criminalization of drug use and addiction is the overrepresented 
prevalence of drug use, and particularly opioid use, in incarcerated populations. However, this is 
only one small example of how criminal justice and public health intersect. The nature of prisons 
themselves and the carceral system which extends beyond them are intricately connected to 
health. Understanding that connection is a main goal of this project, therefore defining public 
health is an appropriate next step towards developing a better understanding of that connection.  
Public Health & Health Inequity 
Historically, public health has focused on sanitation, communicable disease control, 
education, intervention and treatment services, and other forms of ensuring an adequate healthy 
standard of living. However, the term has recently begun to also include responses to the effects 
of globalization and migration. Jarvis et al. (2020) note that public health has not been clearly 
defined, and, using a method of critical interpretive synthesis, suggest the following definition: 
Public health is an art and science, based on objective findings but responsive to the 
needs and contexts of populations, concerned with addressing the health needs of a 
community. It is a diverse set of organized activities aimed at improving quality of life 
and reducing health disparities to enable people to thrive. 
One of the definitions used in the synthesis was from the World Health Organization (WHO), 
which defined public health as “the art of applying science in the context of politics so as to 
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reduce inequalities in health while ensuring the best health for the greatest number. This 
definition is relevant to understandings of public health systems, which Jarvis et al. (2020) also 
synthesized into the following suggested definition: 
A public health system is the collective capacity of governmental, private, and other 
public sector entities that support the mission and core functions of public health. It is the 
cumulative arrangement of resources, infrastructure, and policies impacting health that 
exist to support public health within communities. 
Jarvis et al. (2020, 7) further emphasize that while public health efforts are in essence population 
based, the ultimate goal of public health is to support individual health within the larger 
community. 
Along with the impact of public health, each person has individual health based on 
structural as well as individual factors. Individual health is partially based on genetics but is also 
shaped by structural factors and social determinants of health. Structural and social determinants 
of health can include political factors (e.g., policy implementation), cultural factors (e.g. family, 
peers, media, religion), economic factors (e.g. employment, education, income), and 
environmental factors (e.g. geographical location, access to health services, access to certain 
technologies). The WHO (2011) defines social determinants of health as: 
Conditions in which people are born, grow, live, work and age, including the health 
system. These circumstances are shaped by the distribution of money, power and 
resources at global, national and local levels, which are themselves influenced by policy  
choices. The social determinants of health are mostly responsible for health inequities – 
the unfair and avoidable differences in health status seen within and between countries. 
It should be noted that the definition above states not only that social determinants of 
health are responsible for health inequities, but that health inequities manifest from avoidable 
differential distribution of health resources between groups of people. Disparities in social 
determinants of health characteristics disproportionately affect already marginalized groups— 
e.g., those representing racial and ethnic minorities, those with low socio-economic status, 
   
 
26
unstable housing, substance abuse disorders or mental illness— and lead to a greater 
concentration of incarcerated people with underlying health risks (Akiyama et al. 2020). 
Elements of social identity— e.g., race and ethnicity, gender, age, employment and 
socioeconomic status, disability status, immigration status, and geographical location— can also 
affect differences in opportunities. Further, at the root of these inequalities are larger structural 
inequities— e.g., racism, classism, sexism, ableism, xenophobia, colonialism— which directly 
and indirectly impact health outcomes for people.  
Public Health and Prison 
Incarceration both impacts and is impacted by the structural conditions that are social 
determinants of health in a cyclical manner. More than changing a person’s geographical 
location, depriving them of freedoms and exposing them to a series of health risks, a prison 
sentence changes a person’s access to healthcare and other important resources during and after 
incarceration. The health inequities exemplified by the carceral system can only be addressed 
after acknowledging the synergistic nature of structural racism, poverty, environmental 
exposures, ageism, and other social and structural factors that affect health (Alohan and Calvo 
2020, 342).  
There is an inherent connection between correctional-system health, i.e. prison health, 
and public health.9 I did not identify any literature that stated otherwise, however there was a 
prevalent discussion of health that dichotomized health “inside” prison and health “outside” in 
the community as two separate entities. While a comparison is important, sentiments suggesting 
an impassable or impermeable boundary between prison health and public health would be 
attempting to ideologically separate incarcerated people from their communities, which in 
 
9
 Health care in prisons and other correctional facilities is an integral part of the public health system in any country 
(See, e.g. Akiyama et al. 2020; Van't Hoff et al. 2009). 
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essence would be ignoring the fact that incarcerated people are connected to those on the outside 
and will eventually physically return to those communities. The walls of correctional facilities 
are not impermeable, and this been evidenced by public health crises of the past and present. 
While there is general agreement that criminal justice, public health and health equity are 
connected, the relationship between them is complex and further complicated during a health 
crisis such as the COVID-19 pandemic. People experiencing incarceration are exponentially 
vulnerable to diseases such as COVID-19 (Lemasters et al. 2020) along with other groups such 
as people in nursing homes (Sloane 2020) refugees, asylum seekers, and other migrants (Mesa 
Vieira et al. 2020). It is important to think critically about the nature of crime in order to 
understand the nature of prison and carcerality. I find that the literature surrounding crime, 
criminal justice, public health, and health equity on their own and their relationships with each 
other are especially important to understanding the nature of prison during a pandemic. 
However, none of these can be fully discussed without acknowledging the social and structural 
factors which impact a person’s experience with the carceral system and their access to public 
health. The following section will provide a framework to understand the nature of prison by 
exploring philosophies of power and punishment, the construction of criminality, and the 
workings of carceral space in and beyond the prison. An understanding of the synergistic nature 
of power dynamics functioning in and around the carceral system serves to contextualize the 
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On the Carceral System 
The punishable subject is itself an ideological product of carceral space, one that bears 
intimately on the production of difference and disposability. The question of who can be 
punished is also a question about whose labor has value, or who can be housed near toxic waste, 
or who can be killed.             
   — Brett Story, Prison Land  
Philosophies of Power and Punishment 
Multi-disciplinary literature surrounding power, punishment, and prison provides an 
important foundation for understanding how the carceral system creates, reifies, and obscures 
socioeconomic and health inequities in the United States10. Exploring philosophies of power and 
punishment first brings us back to reflecting on the social nature of crime, which leads to the 
creation of the “criminal,” i.e., the “punishable subject” (Story 2019, 172). Crime and crime 
control are shaped by the political economy, and are therefore inseparable from change in 
inequity, hierarchy, and power. By focusing on crime and crime control, scholars have claimed 
to have located where inequality and inequity are perpetuated, recreated, and challenged (Barak 
2018). The concept of punishable people is intertwined with power-structures that socially 
produce difference and disposability, and, as Angela Davis (2003, 41) writes, a constant function 
of the prison has actually been “disappearing people in the false hope of disappearing the 
underlying social problems they represent.” The “disappear function” of the prison is 
representative of the power to influence the health and wellbeing of people before, during and 
after they are incarcerated and, ultimately, to increase their vulnerability to premature death11. 
 
10
 See e.g., Brown et al. 2017; Byrd 2016; Patterson 2013; Rios 2011; Valdez et al. 2020; Wildeman 2016. 
 
11
 As previously stated, “Group-differentiated vulnerability to premature death” is the definition that Ruth Wilson 
Gilmore has attributed to racism. Gilmore also defines violence as the cause of premature deaths (Gilmore 2002; 
2007). 
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The following discussion of power and punishment will preface a discussion of how the carceral 
system in the United States has enacted that power to influence health.  
Power underlies all forms of inequality, as differentials in power have the ability to both 
create and sustain inequality. Power and difference are inherently intertwined (Foucault 1977, 
184) insofar as “couplings of power and difference” have the potential to be fatal (e.g. racism) 
(Gilmore 2002, 16). However, that is not intrinsic to power-difference couplings (e.g. mutuality). 
Neither power12 nor difference is essentially grounded in morals (Foucault 1997), unlike crime 
and punishment which have been deemed morally, emotionally, and symbolically expressive. 
Socio-cultural perspectives of crime suggest that punishment is never explicitly about crime 
control or violence prevention. Sociologist George Herbert Mead13 highlights the emotional 
nature of criminal punishment with his discussion of the “flawed self.” This theory describes that 
when people have flawed understandings of others, hostility can emerge in forms of violence, 
hate or crime (Mead 1918 quoted in Neeley and Deegan 2005, 72). According to Mead’s 
symbolic interactionist perspective, the condemnation and punishment of the “criminal” gives 
society the opportunity to express hostility through "righteous indignation," which serves to 
“other” those deemed criminal while reproducing in-group identity and solidarity. This gives 
 
12 According to Foucault, power is often controlled only by the limits “implied by the definition, the goals, and the 
rational structure” of the power (Foucault et al. 2016). We see many hidden nuances in this statement, e.g. power is 
often defined by those who have it and the goals of many institutions tend to change over time. Foucault equates the 
limits of exercise of power to human rights, which he suggests serve as a critical tool against power wielded by 
systems of discipline, punishment, or security (Foucault et al. 2016).  
13 Mead, while widely recognized for his work focusing on social interaction between the self and the other, i.e. 
Mind, Self, and Society (1934), is not well-known for his theories on crime in the United States. His theory of the 
self is based on the premise that the self and one’s perception of the self are shaped by both social and physical 
settings, a concept also developed in Charles H. Cooley’s Theory of the Looking-glass Self. Mead also argues that 
humans do not develop a sense of self without awareness of the “generalized other,” which I find useful when 
discussing the social nature of crime.  
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punishment, judgement, or condemnation of people who have a committed crime a moral, 
emotional, and symbolic dimension.14  
There are a number of competing philosophies of punishment, including those 
surrounding incarceration, retribution, deterrence, and rehabilitation. Scholars have argued that 
punishment rests on a desire for “moral balance” in society (Marger 2013), to achieve victim 
satisfaction,15 or to inflict “pain intended as pain” (Christie 200, 76). While scholarship covering 
the history of the carceral system has followed changing trends in punishment, it appears that in 
the wake of mass incarceration— an era defined as the “punitive turn,” the “tough on crime” 
movement, the “culture of control” (Garland 2001), and “a plague of prisons” (Drucker 2011)— 
incarceration and incapacitation are main functions of the prison which leave little room for a 
focus on rehabilitation.  
Symbolic, moral, and emotional functions aside, carceral punishment is firmly grounded 
in a fundamentally geographical dimension by physically removing a person from the 
community and locking them behind bars. This has been conceptualized as “coercive mobility” 
(Rose and Clear 1998; Clear 2002) and represents an exertion of power by the state over people 
even if against their will.16 This removal has been conceptualized by Ruth Wilson Gilmore in 
terms of “dispossession” of wealth, land, labor, livelihoods, and general freedoms, i.e., control 
over one’s bodily habits, hobbies or pastimes, social relationships, and mobility: 
 
 
14 Sociologist Erving Goffman’s Dramaturgical Approach is also a good example of the symbolic nature of social 
interaction. The concept of dramaturgy implies that life is like a never-ending play where the everyday interactions 
of social life are the theater and people are the actors.  
 
15 Garland (2001, 11) also argues that victims are central to criminal legal policy that determines punishment, which 
can be seen through laws passed and named for victims (e.g. Megan’s Law).  
 
16 This notion is based on Max Weber’s definition of power as “the possibility of imposing one’s will upon the 
behavior of other persons” (Weber 1954). 
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It takes muscular political capacity to realize widescale dispossession of people who 
have formal rights, and historically those who fill prisons have collectively lacked 
political clout commensurate with the theoretical power that rights suggest (see, e.g., 
Dayan 1999). In contrast, during most of the modern history of prisons, those officially 
devoid of rights—indigenous and enslaved women and men, for example, or new 
immigrants, or married white women—rarely saw the inside of a cage, because their 
unfreedom was guaranteed by other means (Gilmore 2007, 12) 
It is clear that punishment via incarceration is intended to include deprivation of freedom17 and 
carceral punishment can exist and function to deprive people of freedoms even outside the 
prison.  
However, there have been ongoing discussions about the nature of that time spent behind 
bars and about the additional material consequences attached to a prison sentence. The number 
of people affected by these material consequences— e.g., the number of individuals punished 
through laws that disqualify “criminals” from welfare benefits, education loans, public housing, 
and parental rights— while certainly plentiful, are nearly impossible to track. Foucault argues 
that if the function of prison is to “punish people for their crime and correct them in depriving 
them of their freedom,” then any additional humiliation and “promiscuité [lack of privacy and 
overcrowding] and all those things which are the everyday lives of prisons'' is supplemental to 
what is intended to be a prison (Foucault et al. 2016). While scholars are not in unanimous 
agreement about the extent of punishment intended by the prison, it is evident that the prison is 
much more than a constructed building. It is a creation and reflection of a much larger system of 
power and social control that flows through all of society, creating “usual suspects” (Bobo and 
Thompson), destabilizing communities (Shabazz 2015), “fracturing families” (Braman 2002), 
 
17 The mission of the BOP is “to protect society by confining offenders in the controlled environments of prisons and 
community-based facilities that are safe, humane, cost-efficient, and appropriately secure, and that provide work and 
other self-improvement opportunities to assist offenders in becoming law-abiding citizens” (Department of Justice 
2020).  
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and shortening life spans (Patterson 2013) all while bearing little relationship to fluctuations in 
crime, economic patterns, or population demographics (Clear 2002, 183).  
Locating the Prison 
When there’s no name for a problem, you can’t see a problem. And when you can’t see a 
problem, you pretty much can’t solve it. 
— Kimberlé Crenshaw, The Urgency of Intersectionality  
We have seen that, in penal justice, the prison transformed the punitive procedure into a 
penitentiary technique; the carceral archipelago transported this technique from the penal 
institution to the entire social body.  
— Foucault, Discipline and Punish  
The prison is more than a place of control and punishment, but a place where strategies of 
control and punishment are both produced and from where they are distributed. Foucault 
describes that the prison produces and disperses knowledge of penal strategies which are then 
“transported” to “the entire social body.” The carceral system— made of socio-legal, economic, 
and political structures— has come to control millions of people in the United States through 
various forms of confinement and surveillance which govern everyday life and deprive certain 
groups of people of the rights and privileges which would normally be associated with 
citizenship, legal residency, or allow for various kinds of access and mobility (Travis 2002). This 
section will open a conversation about how the prison has expanded to the current scale, who 
have come to be “punishable subjects,” and what are some of the collateral consequences and 
“invisible punishments” associated with incarceration.  
Expanding the Carceral System   
The United States holds around 2.3 million people in involuntary confinement, including 
2.2 million adults, 44,000 youths in corrections, and 42,000 people in immigrant detention 
centers (Sawyer & Wagner 2020). In the words of Angela Davis (2003, 43), “the process through 
which imprisonment developed into the primary mode of state inflicted punishment was very 
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much related to the rise of capitalism and to the appearance of a new set of ideological 
conditions.” Davis (2003, 84) also argues that racism in the criminal legal system is attributed to 
both the history of chattel slavery and the rise of global capitalism. Further, mass incarceration 
and the continued exploitation of Black Americans have been understood as the “prison 
industrial complex18,” a term that is defined through the relationships between corporations, 
government, correctional communities, and the media. The exploitation of prison labor by 
private global corporations is only one aspect of the prison industrial complex, which provides 
an alternative to the belief that an increase in crime levels was the driving factor of mass 
incarceration. Loic Wacquant (2001) offers a view of the “racial disproportionality” in 
imprisonment counter to the “prison-industrial-complex” with his use of the term “carceral-
assistential complex” which explains a shift from social to penal treatment of poverty. According 
to Loic Wacquant (2001, 97-98), the mission of the “carceral-assistential complex” is: 
To surveil, train and neutralize the populations recalcitrant or superfluous to the new  
economic and racial regime according to a gendered division of labor, the men being  
handled by its penal wing while (their) women and children are managed by a revamped 
welfare-workfare system designed to buttress casual employment.  
Scholars have noted that the power of police and prisons grew from the 1970s onward in 
part as a result of neoliberal policies and state disinvestments. Story (2019, 18) suggests that 
prison expansion offers legitimacy to the neoliberal state, while simultaneously “constituting an 
active zone of state-building,” a concept that Ruth Wilson Gilmore explores in depth. The 
expansion of the carceral system and the rise in mass incarceration is partially attributed to the 
postwar economy during the 1960s, which left open a space that increasing crime control could 
 
18
 The term “prison industrial complex” was first introduced by social historian Mike Davis in relation to 
California’s penal system which already appeared to “rival agribusiness and land development as a major economic 
and political force” by the 1990s (Davis 2003, 84).  
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fill. And crime control did fill that space using, e.g., the Omnibus Crime Control and Safe Streets 
Act of 1968 described by Rashad Shabazz (2015, 65) as: 
The legal fundament for linking prisons with private capital that used punishment as an 
industry to absorb surplus workers to staff the country’s prisons, surplus land on which to 
build prisons, surplus state capacity to absorb the costs, and surplus bodies to serve as the 
raw material for the building of a new industry. 
The prison was made to function as “a political tool to resolve numerous crises of the 
neoliberal moment, particularly those arising out of structural joblessness and chronic poverty” 
(Story 2019, 99). States like California, for example, were able to step aside from the economic 
crisis and even experience financial growth by adopting a “prison fix” where crime control and 
prison expansion could be used to combat the failing economy. In Golden Gulag, Ruth Wilson 
Gilmore explores California’s massive prison growth at the end of the twentieth century by 
highlighting the impact of prison siting on rural towns and the effect of racial trends in policing 
and prison on families (see also Huling 2002). According to Gilmore (2007, 26), it was during 
this time that the prison came to function as a series of “geographic solutions to political 
economic crises, organized by the state, which is itself in crisis.”  
The combination of legislation passed in the mid to late 1960s, excess land, surplus labor, 
and mass incarceration contributed to the transformation of the United States from a “welfare 
state” to a “penal state.” Scholars have more recently suggested that the United States has come 
to “govern through crime” (Simon 2007, 6.) It is important to note that this period of time should 
not be understood simply as a period of mass incarceration, i.e. incarceration of the masses, 
because it would be essentially impossible to argue that “the masses” are being incarcerated 
when this period has undeniably been marked by escalating incarceration rates for mainly poor 
or working-class, Black and Latino men and other people of color (e.g. Alexander 2010; Shabazz 
2015; Wacquant 2009; Mauer and Chesney-Lind 2002).  




Much of the prison expansion contributing to mass incarceration has been attributed to 
the “war on drugs,” coined by Nixon in 1971. It would be difficult to argue that the goal of the 
“drug war” was to stop drug abuse among all Americans and not “wage a war on communities of 
color, with nearly 80 percent of inmates in state prison for drug offenses being African American 
or Latino” (Mauer and Chesney-Lind 2002, 6). The “war on drugs,” Shabazz states, was a war 
against “poor and working-class people of color, continuing the discursive construction of them 
as irrevocably doomed to crime while also producing the social relations that criminalize them” 
(2015, 91). The war on drugs has also been conceptualized as a “war against Black women,” 
because policies associated with the drug war, i.e. mandatory minimum sentencing for drug 
offenses and mandatory sentencing for felony convictions, contributed to the increase in the 
incarceration of women so much that between 1980 and 1991 the incarceration rate of Black 
women in state and federal prison increased by 278% compared to an increase of 186% for Black 
men, and a 168% increase for the prison population” (Bush-Baskette 1998, 179).  
There is extensive scholarship that takes an intersectional approach to incarceration, 
which have found, for example, that masculinity is inextricably tied to crime (Messerschmidt and 
Tomsen 2018), that Black women are treated more harshly by police and judges than their white 
counterparts (Bush-Baskette 1998), that parents with incarcerated loved ones— often a burden 
borne by women— are subject to stigma and barriers to support during child rearing (Rogers 
2020), that women are the “unintended victims” of mass incarceration (Chesney-Lind 2002), that 
regardless of class or educational attainment, Blackness is associated with “a presumption of 
guilt” (Stevenson 2017), that violence, e.g., particularly sexual violence, is fundamentally 
gendered and racialized (Schaffner 2007), and that social scientists often fail to accurately 
acknowledge the impact of racism and ethnocentrism on imprisoned women (Diaz-Cotto 2000). 
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These examples emphasize the importance of intersectionality, a term coined in 1989 by 
Kimberlé Crenshaw to articulate how socially marginalized people all over the world face issues 
that lie at the intersection of social dynamics, e.g., race, gender, transphobia, ableism, 
colonialism, and xenophobia, which create unique challenges when interacting. An intersectional 
approach allows us to more accurately frame the nuances of the carceral system by 
acknowledging the synergy or intersections of the various power structures involved. The 
systems that interact upon, within, and resulting from the carceral system have to be viewed in 
the context of each other. For example, we cannot talk about the material health consequences 
resulting from prison without talking about the relations of class, race, and gender 
criminalization. 
Race, Class, and Health 
Scholars and activists (e.g. Angela Davis, Michelle Alexander, Mariame Kaba, Ruth 
Wilson Gilmore, and Joy James) have expressed that just as important as the origins and 
purposes of prison are a focus on who is most impacted by incarceration and how those impacts 
are experienced. Among those disproportionately incarcerated are young poor or working-class, 
Black and Latino men and other people of color. However, Black women are also severely 
impacted by the prison industrial complex and represent the fastest growing group of people 
incarcerated. The carceral system feeds a cycle of poverty and punishment, where incarceration 
is both a cause and consequence of being impoverished (Golembeski, Irfan & Dong 2020). 
Poverty is a predictor of incarceration and an outcome because “a criminal record and time spent 
in prison destroys wealth, creates debt, and decimates job opportunities” (Sawyer and Wagner 
2020).  
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In the United States, Black people make up 40% of the incarcerated population while 
representing only 13% of the general population (Sawyer and Wagner 2020). The United States’ 
prison populations have a higher percentage of Black people incarcerated than in the general 
population (Lemasters et al. 2020), and this racial disparity has been deemed a public health 
issue because racism has been shown to be “a fundamental cause of health and illness” (Garcia 
and Sharif 2015, E27). The American Medical Association (AMA) has declared both racism and 
police violence urgent threats to public health (AMA 2020).  
The health threats resulting from racial disparities in policing (see Brown et al. 2017) 
which contribute to the disproportionate incarceration of Black people and other people of color, 
are compounded by added risks of a communicable disease like the coronavirus. For example, 
increased prevalence of police encounters elevates stress and anxiety and has been linked to 
increased rates of high blood pressure, diabetes and asthma which are all factors that leave a 
person more vulnerable to contracting COVID-19 (Sewell, Jefferson and Lee 2016). Physical or 
verbal police violence, especially among Black and Brown communities, has been called 
“communal violence” that results in unnecessary injury, and premature morbidity and death 
(AMA 2020). Over time, this violence manifests itself as a decrease in trust for law enforcement 
as well as what Geronimus et al. (2006) describe as a “weathering” of people whose bodies are 
“over-policed” (Ehrenfeld and Harris 2020).  
The study conducted by Geronimus et al. (2006), which uses National Health and 
Nutrition Examination Survey data to examine allostatic load19 scores focusing on age, race, 
gender, and poverty status, suggests that Black people— and particularly Black women— 
 
19
 The term allostatic load is understood as "cumulative wear and tear on the body’s systems” or the physiological 
burden which accumulates as an individual is exposed to repeated or chronic stress. (Geronimus et al. 2006, 826). 
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experience health deterioration as a “consequence of the cumulative impact of repeated 
experience with social or economic adversity and political marginalization.” The study found 
that racial differences in “chronic morbidity and excess mortality” by middle age was significant. 
Other factors besides race were considered, including poverty level and gender. Geronimus et al. 
(2006, 829) found that the probability of “weathering” was greater for poor respondents than 
nonpoor respondents, however, after adjusting for poverty levels, the odds of Black people to 
have higher allostatic load scores remained strong. 
Racial, gendered, and socioeconomic patterns of incarceration have been approached by 
scholars and activists as the enactment of state violence (Davis 2003; 2016; Gilmore 2002; 
2007). As previously mentioned, Ruth Wilson Gilmore (2007) has defined violence as the cause 
of premature deaths or morbidity and racism as group-differentiated vulnerability to premature 
death. If violence is anything that causes premature death or otherwise deteriorates health, as 
suggested by Gilmore, then any prison sentence could be viewed as a form of violence because 
incarceration has been found to reduce life expectancy and deteriorate health in a number of 
ways. Evelyn Patterson (2013) found that there is a linear relationship between life expectancy 
and time spent in prison. For each additional year spent in prison, a person can expect a 2-year 
decline in their life expectancy (Patterson 2013). Christopher Wildeman (2016) also found that 
mass incarceration is a factor causing the United States to fall behind in measures of population 
health and life expectancy. Patterns of incarceration directly affect life expectancy on a national 
scale as well as individual experiences with families and communities (Patterson 2013; 
Wildeman 2016).  
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CHAPTER 3: CONTEXTUAL REVIEW 
 Collateral Consequences of Carceral Punishment  
But under what practical conditions is the right to kill, to allow to live, or to expose to death 
exercised? Who is the subject of this right? 
— Achille Mbembe, “Necropolitics”  
 
Modern life amidst people we do not know and never will come to know… is a situation where 
penal law can be applied with great ease. 
—Nils Christie, A Suitable Amount of Crime  
 
Throughout United States’ history, carceral punishment has been seen through a number 
of lenses. It has been seen as a means to reinforce values, deter misconduct, rehabilitate, 
incarcerate or otherwise incapacitate people, and eliminate threats to social order (e.g., Miethe 
and Lu 2005, 4; Friedman 1993; Alexander 2010). While competing arguments are made of the 
purpose of carceral punishment, there is no argument over the fact that the United States has 
chosen a reactionary approach by punishing society’s “criminals”' largely through the carceral 
system. Christie (2004, 85) explains that mass incarceration was not inevitable, but an active 
choice: “crime is just one among several possible ways of looking at deplorable acts. We are free 
to choose, and the variation in punishment levels over time in individual states and also between 
states is an illustration of that freedom… we are not captured in ‘penal necessity.’” 
The current arrangement of the criminal legal system has created a dichotomy where 
“interests of victims are pitted against the interests of offenders” (Mauer and Chesney-Lind 
2002, 7) which ignores the possibility that a person’s actions can represent both a cause and 
consequence of harm. Emerging scholarship on the connection between adverse childhood 
experiences and adult criminality exemplify this relationship (see, e.g., Reavis et al. 2013). The 
real tragedy of this dichotomous polarization is that both groups have distinct needs and rights, 
and a “tough on crime” stance disallows space for those needs to be considered. By punishing a 
person without addressing the trauma or circumstances that led to the harm done or crime 
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committed, the carceral system perpetuates itself by recreating crime as a problem, reproducing 
the environments that lead to crime, and then reinforcing its existence by presenting itself as the 
only solution. Instead of working to address harm, the carceral system punishes people by 
dispossessing them of their freedoms, and then it leaves them vulnerable to the many additional 
consequences associated with incarceration. 
Punishment is visible through the physical construction of the prison and other carceral 
spaces which are embodiments of society’s desire to punish those deemed “criminal.” We see the 
enactment of punishment not through torture or execution performed in public as was done in the 
past, but through modern policing and prisons. However, more pertinent to this project are the 
associated “invisible punishments” that operate largely beyond public view but bring with them 
severe consequences to the health and wellbeing of those affected. These associated 
consequences tend to be unquantifiable, leaving them hidden from those not actively seeking 
them out. It may be possible to count how many people spend time in prison or to calculate the 
fines people are subjected to pay, but it would be nearly impossible to quantify the “invisible” 
consequences of criminal sanctions beyond the prison, i.e., “the punishment that is accomplished 
through the diminution of the rights and privileges of citizenship and legal residency in the 
United States” and the resulting effects (Travis 2002, 15-6).  
Comprehensive works assembled by Marc Mauer and Meda Chesney-Lind (2002) and 
Joy James (2000) along with the works of Brett Story (2019), Rashad Shabazz (2015), and Ruth 
Wilson Gilmore (2007) highlight many of these collateral consequences which function within 
the prison and in everyday landscapes and communities. Story (2019, 170) argues that resituating 
the prison within society and beyond the actual correctional facilities themselves is an important 
framework from which to critically analyze the carceral system. This framework contrasts many 
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criminological-based understandings, which view the criminal legal system as a closed circuit of 
laws and policies where punitive logic circulates unchallenged or unquestioned. Instead of a 
closed circuit of laws, I find that the system more closely resembles a closed circuit of 
perpetuated racial and socio-economic marginality that exists in and beyond prison walls.20 I find 
normative claims that prisons are an inherent response to crime to be a severe oversimplification, 
which only leave up for debate whether or not prisons have succeeded at the crime response 
function. However, instead of debating success opposed to failure, this project focuses on some 
of the embodied experiences of carceral punishment that impact health.  
Health and Incarceration 
A punishment like forced labour or even imprisonment – mere loss of liberty – has never 
functioned without a certain additional element of punishment that certainly concerns the body 
itself: rationing of food, sexual deprivation, corporal punishment, solitary confinement… There 
remains, therefore, a trace of ‘torture’ in the modern mechanisms of criminal justice – a trace 
that has not been entirely overcome, but which is enveloped, increasingly, by the non-corporal 
nature of the penal system. 
—Michel Foucault, Discipline and Punish 
 
The health impacts of incarceration and other carceral practices have been found to result 
in premature morbidity and death, i.e. imprisonment increases the risk of HIV and other blood-
borne diseases, sub-standard medical care, violence, mental illness, and suicide (e.g., Rodriguez 
2000; Struckman-Johnson et al. 2013; Wilper et al. 2009). Correctional facilities vary in 
structural design, and therefore there is variety in how facilities themselves may impact health. 
For example, healthy amounts of natural light, which contribute to mental and physical health, 
vary within and between facilities. Nevertheless, there are more concrete characteristics of 
correctional facilities that significantly impact physical and mental health. Some of these factors 
are related to food, access to healthcare, parenting from prison, social exclusion, and increased 
 
20
 Loïc Wacquant (2001) provides a perfect example of this sentiment with an analysis of the hyperghetto and 
prison. 
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isolation during incarceration. While the following subsections only explore a few of many ways 
in which incarceration impacts health, they provide clear examples of what Foucault refers to as 
the “certain additional element of punishment that certainly concerns the body itself.”  
Food Behind Bars  
When incarcerated inside a correctional facility, a person has to rely on the facility for 
access to all of their health care needs. One of the fundamental requirements for good health is 
adequate nutrition, as food is required to sustain and nourish the human body. However, food 
also provides comfort, pleasure, and the means to bring families, communities and cultures 
together. If the average incarcerated person is serving a three-year sentence, they can be expected 
to be served more than 3,000 meals while incarcerated. These meals are likely to be high in salt, 
sugar, and refined carbohydrates and low in the essential nutrients. According to a recent report 
produced and published by Impact Justice which explored the quality and consequences of food 
and nutrition in U.S. prisons, food served in prisons and the conditions under which it is served 
are harmful to the physical and mental health of people experiencing incarceration (Soble et al. 
2020). A negative relationship with food is one of the many underacknowledged consequences 
of incarceration in the United States that has both immediate and long-term impacts.  
Prisons disproportionately hold people from low-income communities of color, where 
affordable and healthy food is less accessible. According to Soble et al. (2020, 6), “Prisons 
function as out-of-sight food deserts, perpetuating patterns of poor health in communities that 
already experience profound inequities.” Communities must reckon with the loss of members 
who are removed while serving a prison sentence, and then these same communities are tasked 
with supporting their formerly incarcerated community members when they return home, often 
in worse health.   
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Over 18 months, Soble et al. (2020) reviewed 50 state policies and conducted more than 
50 interviews and nearly 500 surveys with formerly incarcerated people, family members of 
incarcerated people, and correctional staff. The research found that the majority of states spend 
less than three dollars a day per incarcerated person, and further budget cuts have led to “fewer 
hot meals, smaller portions, lower-quality protein, and more ultra-processed foods that can be 
quickly heated and served; along with poorly equipped and ill-supervised kitchens that further 
compromise food quality and safety” (Soble et al. 2020, 8). Some of the survey results are shown 
in the figures below. 
Figure 1.1: Fresh Produce Access Survey Results  
 
*This graphic was first published in “Eating Behind Bars: Ending the Hidden Punishment of Food in 
Prisons.” Data was collected and reported by Impact Justice. Source: (Soble et al. 2020) 
Figure 1.1 above shows that a significant majority of formerly incarcerated people reported that 
they rarely or never had access to fresh fruits and vegetables. Figure 1.2 below shows that the 
vast majority of formerly incarcerated people reported that the meals they ate while incarcerated 
did not taste good and looked unappetizing.  
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Figure 1.2: Meal Quality Survey Results  
 
*This graphic was first published in “Eating Behind Bars: Ending the Hidden Punishment of Food in 
Prisons.” Data was collected and reported by Impact Justice. Source: (Soble et al. 2020) 
Numerous people surveyed for the study also recalled that while working in the kitchen, they 
were required to cook and serve packages of chicken and beef marked “not for human 
consumption” and 75% of survey respondents stated that they had been served rotten or expired 
food while incarcerated. Aside from the lack of quality of food served, 94% of the survey 
respondents reported that they did not have enough food to feel full (Soble et al. 2020, 10-11).  
 Another survey conducted in 2018 reported that the majority of respondents had eaten 
food while incarcerated that made them sick (Incarcerated Workers Organizing Committee & 
Research Action Cooperative 2018). While there is variety between food quality in facilities and 
undoubtedly some outliers from these trends, a positive food experience during incarceration is 
an exception to the norm. While low-quality food can have immediate harmful impacts, 
sustained poor nutrition can also have long-term consequences by contributing to poor metabolic 
health and by weakening immune systems. Diets lacking essential vitamins and minerals 
ultimately leave people more vulnerable to the spread of infectious diseases.  
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 A number of court cases have made the argument that the poor quality of food constitutes 
cruel and unusual punishment, however since “cruel and unusual” is not clearly defined, these 
cases are largely left up to the discretion of the judge hearing the case. For example, in 2019 a 
federal judge dismissed a case brought by current and formerly incarcerated people in Oregon 
who argued that the food served was spoiled and unfit for human consumption. The judge states 
that facility staff would have had to serve unfit food with deliberate indifference for the case to 
be successful (Bernstein 2019). Another ongoing case against the New Jersey Department of 
Corrections argues that the food served in New Jersey’s state prisons is “medically inadvisable” 
for incarcerated people suffering from chronic diseases including diabetes and high blood 
pressure. According to an attorney, the deprivation of fruits and vegetables which provide 
essential nutrients that support health is “literally killing inmates from the inside out” (Smith 
2019). Other lawsuits have argued that sanitation and hygiene in eating environments is 
inadequate for sustaining good health, e.g., incarcerated people at the California Substance 
Abuse Treatment and State Prison at Corcoran filed a case in 2019 over unsanitary facility dining 
hall conditions (Associated Press 2019; Clarke 2019).  
 The quality of food and conditions of food consumption are collateral health 
consequences of incarceration, but there is debate over whether or not they are also punishments. 
According to corrections staff interviewed by Impact Justice, food should never be used as a 
form of punishment, but this is in contrast both to the experiences shared by incarcerated people 
suggesting otherwise and in contrast to food service policies in at least 36 states which require or 
allow the use of alternative meals as a disciplinary measure. Food can most explicitly be used as 
punishment in the form of withholding or serving unappetizing food, e.g., nutraloaf can be 
served to people being held in solitary confinement.  
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Alternative meals, such as the nutraloaf (for recipe, see Soble et al. 2020, 102), are made 
to be disgusting, and incarcerated people have viewed this as an added punishment to their prison 
sentence. According to incarcerated people surveyed, people were served alternative meals 
whether they were in administrative or disciplinary segregation or in close custody or secure 
housing units for their own protection (Soble et al. 2020, 103). However, alternative meals can 
also be given as punishment to people not in special housing units as a disciplinary measure or a 
means of control, e.g., by serving sugary and fat-heavy foods that encourage lethargic or docile 
behavior (Soble et al. 2020, 105). Incarceration deprives people of their freedoms, some more 
visible or widely acknowledged than others, and the freedom over nutrition and food 
consumption should not be overlooked.  
Depriving people of food that provides essential nutrients can lead to immediate sickness, 
weakened immune systems, and long-term illnesses which can increase vulnerability to 
contracting diseases. Creating an environment that fosters negative relationships with food can 
also adversely impact self-esteem by dehumanizing people through the rhetoric surrounding food 
(e.g., calling mealtimes “chow time” or “feeding time”) and through the appearance of food that 
is inadequate or is explicitly marked “not for human consumption.” Physical health 
consequences can occur from nutrient deficiencies or the consumption of spoiled food, and 
additional mental health consequences can result from poor quality of food served in prisons, 
which communicates to incarcerated people that they are not worthy or deserving of having their 
needs met.  
Health Care, Programming, and Parenting in Prison 
The failure to meet the needs of incarcerated people is further reflected in accounts that  
report inadequate health care access and programming during incarceration. Joanne Belknap 
(2000) provides a clear account of this in a gendered context in a study that surveyed 
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incarcerated women. Women are incarcerated at a higher rate than men, with Black women 
incarcerated at the highest rate, yet prisons are often lacking in programming specifically 
designed for women’s needs. This is not to say that all the needs of men are met during 
incarceration, however incarcerated women are additionally burdened by the nature of prison 
being designed for men.  
 Research focusing on incarcerated women shows that these women are highly likely to be 
survivors of male violence, and research has also suggested that surviving violence or 
experiencing trauma is linked to developing chemical dependencies (Reavis et al. 2013) and 
deviant or violent behavioral tendencies (Schaffner 2007). While a large percentage of 
incarcerated women have drug offenses, there is not adequate programming or counseling 
available for these women during incarceration and more sought-after programming was hardest 
to get into (Belknap 2000, 110). Ultimately, women and men rely on educational, recreational, 
vocational, and health programming to meet many of their mental and physical health needs, but 
access and availability in these programs varies greatly. 
  Health care accessibility in prison is problematic and even when successfully obtained, 
the health care provided has been described by incarcerated women as “inadequate” or 
“questionable” (Belknap 2000, 119). Similarly to limited access for recreational, educational, 
and vocational programming, “incarcerated women also suffer from extremely limited access to 
medical and health care, care that is inferior even to what is available to their male counterparts” 
(Belknap 2000, 112). Health care can encompass all kinds of health needs, but, for women, 
maternal health and “reproductive injustice” are significant subjects of concern (Sufrin et al. 
2015).  
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Ferstz et al. (2018) identify pregnant women experiencing incarceration as among the 
most high-risk and vulnerable women in the United States. There are major health disparities for 
women regarding access to medical care, abortions, and adequate care during pregnancy (Cross 
2020; Sufrin et al. 2015). Incarcerated women have reported sub-standard health care as well as 
problems experienced during pregnancy, labor, childbirth, and motherhood in prison (Rose et al. 
2020) which result in negative mental and physical health outcomes for both mothers and their 
children (American Psychological Association 2017; Kelsey et al. 2017) and contribute to 
systemic racial and gender inequality (Cross 2020). Scholars have expressed particular concern 
over the implications of shackling for pregnant, laboring, and postpartum women as well as the 
lack of access to birth planning or family planning in general (Ferstz et al. 2018; Sufrin et al. 
2015). Another major health concern for incarcerated women expressed is the lack of available 
data on this topic (Bronson et al. 2019). Without transparency, the problems risk becoming 
invisible. Another situation at risk of invisibility is the experience of incarcerated parents and of 
children with incarcerated parents. 
More than five million children in the U.S. have had a parent in prison, however, scholars 
are almost certain that this is an underestimate (Murphey and Cooper 2015). There is no database 
to keep track of these children so there is not a reliable way to collect this data. Nevertheless, it is 
important to note is that at least five million children in the U.S. have had a parent incarcerated. 
While children of incarcerated individuals have not been the subject of many studies, based on 
existing incarceration data it is clear that children have mainly experienced the incarceration of a 
father. When mothers are incarcerated, if children are cared for by a relative, it is most likely a 
grandparent. When fathers are incarcerated, the children are most likely to be cared for by their 
mothers. In the study conducted by Belknap (2000), two thirds of incarcerated women surveyed 
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had dependent children: about one-quarter of the children were cared for by grandparents, less 
than one-fifth were cared for by their fathers, and seven percent were under the custody of child 
services or foster care.  
  Murray and Farrington (2009) suggest that parental incarceration impacts children due to 
the separation, stigma, decreased family income, changes in care, poor explanations provided to 
children, and children’s tendency to model their parents’ behavior. Children with incarcerated 
parents have mixed emotions and behavior changes when coping with the loss of their 
incarcerated parent and the loss of their old life (Resilience Beyond Incarceration 2019, 9): 
among these emotions may be grief, confusion, anger, fear, loneliness, abandonment, guilt, or 
shame. The most common behavioral responses are antisocial behavior (Murray and Farrington 
2005) and aggression (Wildeman 2010), which can include explosive outbursts, fighting, 
frequent crying, trouble sleeping, self-harm, frequent illness, social isolation, or separation 
anxiety (Resilience Beyond Incarceration 2019, 11). Children of incarcerated people are a highly 
vulnerable group with risk factors for adverse outcomes, and the separation during parental 
incarceration was a predictor of antisocial-delinquent outcomes for children (Murray and 
Farrington 2005; 2008). 
 According to Tremblay and Sutherland (2017), institution-based parenting programs can 
help mitigate some negative impacts of parental incarceration on children’s health and wellbeing.   
A study from 2010 reports that 90% of women’s prisons in the U.S. have some form of parenting 
program, but the same is not true in men’s prisons (Tremblay and Sutherland 2017). The lack of 
adequate parenting programs is a major barrier for parenting from prison. The geographic siting 
of prisons far from cities and prison visitation procedures also make parenting while incarcerated 
more difficult (Bonds 2009). Ultimately, incarceration impacts health care and programming 
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access, and the incarceration of parents also serves as a punishment to children with 
incarceration that results in negative health consequences for them both.  
Social Exclusion and Coercive Mobility 
Incarceration is a formal method of social exclusion, which involuntarily removes people 
from their communities, isolates them from their children, families and friends, and dispossesses 
them of freedoms and autonomy in many ways. Families left behind when a family member is 
incarcerated are subjected to increased social isolation, stigma, stress, and loneliness as well as 
decreases in social and network capital and parental instrumental support (Braman 2002; Richie 
2002). This process of forced removal is discussed in the theory of “coercive mobility,” first 
explained by Dine Rose and Todd Clear (1998). The theory of coercive mobility refers to the 
revolving door between correctional facilities and communities, where large populations of 
people cycle back and forth between the two. Consequently, the social networks and network 
capital of currently and formerly incarcerated people are negatively impacted, communities 
where people are disproportionately incarcerated are destabilized, and, ultimately, those 
communities are left more vulnerable to crime. It is difficult for families and communities when 
many people are removed and incarcerated, yet the return of formerly incarcerated people is not 
easy either, as “returning prisoners have lower job prospects, are not as skilled, either do not vote 
or are barred from voting, may have phycological wounds, feel isolated, can be withdrawn from 
others, experience anger issues, and have poor health” (Shabazz 2015, 107). 
The theory of coercive mobility is based on social disorganization theory, which suggests 
that areas where residents are particularly outwardly mobile, crime is likely to flourish as a result 
of these places lacking the infrastructure and network capital that would otherwise serve as the 
foundation for informal social control (Clear 2002, 182). Clear (2002, 183) argues that for 
   
 
51
marginalized communities lacking resources and social capital to begin with, high incarceration 
rates can produce an environment more vulnerable to crime: “When incarceration reaches a 
certain level in an area that already struggles for assets, the effects of imprisonment undermine 
the building blocks of social order.” Rashad Shabazz (2015, 106-107) further describes coercive 
mobility of Black men and the consequences of extracting large numbers of Black men from 
communities: 
The staggering absence of Black men from these communities leaves stranded family 
members, broken social networks, truncated social capital, and financial hardship, which 
ultimately disrupt the communities’ organization and stability… [mass incarceration]  not 
only facilitates the disappearance of people, but it also leaves severed ties that undermine 
the social fabric of the entire community. 
 
The involuntary movement of people from their communities to prison physically 
separates them from their families, friends, and loved ones, diminishes social and network capital 
of incarcerated people and their families, and can adversely affect the communities. However, 
further separation and restriction of movement once a person is inside prison (e.g., through 
various forms of isolation in restrictive housing units) can further isolate people from their loved 
ones through limitations on social interaction and visitation and can significantly impact mental 
health.  
Isolation 
Solitary confinement is one of the clearest examples of isolation within the prison. The 
practice is defined by Cloud et al. (2020) as “the practice of isolating incarcerated people from 
the rest of the prison population while simultaneously imposing punitive measures such as 
major restrictions on visitors, phone calls, recreation and outdoor time, and access to personal 
property.” Solitary confinement has many names, mainly administrative or disciplinary 
segregation, close custody, or secure housing units. These may have differences in isolation 
and surveillance at the discretion of different facilities or staff in charge, however they have 
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one thing certainly in common: they leave people increasingly isolated from general 
population. There are various forms of special housing that increase isolation of incarcerated 
people in the name of punishment, in the name of staff safety, in the name of safety for the 
incarcerated population, and sometimes for the purpose of reducing the spread of disease.  
Differing kinds of custody in correctional facilities also have different control statuses. 
People are placed in forms of restrictive housing based on perceived risk. To give one 
example, the North Carolina Department of Public Safety reports five custodial levels (i.e. 
close, medium, medium I, medium II, and medium III) and several levels of control within 
those kinds of custody which further restrict the freedoms and privileges of incarcerated 
people: these can include restrictive housing for administrative purposes, restrictive housing for 
disciplinary purposes, restrictive housing for control purposes, and high-security maximum 
control (North Carolina Department of Public Safety). There is a general lack of transparency 
within these practices and they are subject to variation across states and across facilities, 
however it is clear that solitary confinement at some degree is still widely used in the U.S.  
The practice of solitary confinement was established in the early nineteenth century as a 
rehabilitation method but was met with disastrous results. It was abandoned due to its ineffective 
rehabilitation ability and evident psychological harm. However, over a century later, solitary 
confinement resurfaced and is currently used with virtually the same horrible results. According 
to Campbell and Schoenfeld (2013), the punitive turn and the rise of mass incarceration 
pressured prisons to handle an unprecedented rise in the population of incarcerated people. 
Phelps (2012, 2) notes that “as rehabilitation declined as the dominant rhetoric of punishment, 
the practices of rehabilitation were dismantled.” As the number of people in prison reached 
“mass” proportions, lack of sufficient resources and infrastructure made it difficult for prisons to 
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provide “basic rehabilitative opportunities,” such as educational, vocational and therapeutic 
programs (Phelps 2012; Wacquant 2009). Prisons were clearly not intending to “rehabilitate,” 
but instead aimed to “warehouse and control” groups of people (Garland 2001; Wacquant 2009).  
The pressures on prisons to warehouse and control people can be connected to the 
establishment of supermax prisons. Along with the idea that people in prison were dangerous and 
needed to be controlled, most prison systems in the United States built specially designed 
facilities that keep people in prison in “lockdown status.” This form of maximum-security prison 
was deemed “supermax” because it was “more intensive than previous versions” (Lovell et al. 
2006, 633).  Lovell et al. (2006, 633) describes these facilities:  
Inmates are confined to single cells around the clock, leaving three times a week for 
showers and five times a week for solitary exercise in a small enclosed concrete yard; at 
these times, they are shackled and escorted by a pair of officers; commissary and 
property privileges are restricted; surveillance is continual. 
 
For this form of prison, solitary confinement became the ultimate tool to control inmates. Even 
though solitary confinement and other isolation practices had been proven to make recidivism 
more and more likely among inmates (Lobel 2008; Lovell et al. 2007; Grassian 2006), they were 
heavily adopted throughout United States prison systems during the penal turn. However, this 
was not the first time in American history that solitary confinement has been used.   
In simplest terms, solitary confinement is detrimental to humans because humans are 
social beings. Even more than enjoying being in the presence of other people or depending on 
others, we fundamentally need human interaction to have a healthy normal life. An unfortunate 
and paradoxical consequence of prolonged isolation is that “as starved as people become for 
companionship, the experience typically leaves them unfit for social interaction” (Gawande 
2009). Isolating a social being for extended periods of time damages their psyche and overall 
socialization skills (Lovell et al. 2007), but prior to research on the impacts of solitary 
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confinement, in the early nineteenth century the general public agreed that isolation was the best 
way to simultaneously punish a person, offer solace to victims, and provide rehabilitation. 
However, there is evidence from as long as a century ago suggesting that isolation was not 
successful in rehabilitating anyone.  
The earliest American prisons were generally systems of solitary confinement because of 
the belief that “the inmates clearly had to be protected, not only from the evil influences of the 
broader society, but also from the evil influences of each other” (Grassian 2006, 340). These first 
prisons were modeled on a range of practices deemed rehabilitative, which included “isolation 
and silent reflection” (Phelps 2011). Social deviance was feared by society, and therefore the 
general consensus was that “criminals” had to be removed from the public so their deviance 
would not influence others. Isolation was used in the early nineteenth century, as a method of 
punishment intended to rehabilitate, e.g., the Quakers believed that by being alone in a cell, 
people would become more self-reflective and ultimately closer to God. The rationale behind 
isolation as a rehabilitative method was that social deviance resulted from evil influences of the 
outside world, and by removing the deviant individual from outside influence, “healing would 
occur naturally” (Grassian 2006, 339). By the 1830s, evidence began to accumulate that the 
practice was often accompanied by mental health deterioration and increased suicide risk. 
According to Stuart Grassian (2006),21 nineteenth century solitary confinement was an “absolute 
catastrophe.” Eventually the negative results led to the practice being abandoned— but only 
temporarily. Over a century later, the excessive use of solitary confinement resurfaced along 
with the rise of mass incarceration and the penal turn.  
 
21
  Stuart Grassian is a psychiatrist who was on the faculty of Harvard Medical School for more than 25 years. He is 
generally regarded as an “expert” on the psychiatric impact of solitary confinement and his observations and 
conclusions have been cited in federal court decisions.  
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The more contemporary use of solitary confinement has had the same terrible health 
consequences as past studies showed. Isolation and sensory deprivation irreparably damage a 
person’s psyche (Lovell et al. 2007) and extensive research has found that people in solitary 
confinement often rapidly become hypersensitive to sound and show signs of withdrawal and 
paranoia (Lobel 2008; Lovell et al. 2007; Grassian 2006; Smith 2006). One incarcerated person 
who was held in solitary confinement for nearly twenty-five years described isolation as: 
Slow constant peeling of the skin, stripping of the flesh, the nerve-wracking sound of 
water dripping from a leaky faucet in the still of the night when you are trying to sleep. 
Drip, drip, drip, the minutes, hours, days, weeks, months, years, constantly drip away 
with no end or relief in sight (Prendergast 2007). 
Isolation is often considered torture by those who have experienced it, and it is a practice that 
takes both a mental and physical toll on the health of people who are subject to it. This has led to 
arguments that the practice constitutes cruel and unusual punishment and should be banned as a 
violation of the eighth amendment 22 (see e.g., Lobel 2008). 
Solitary confinement is a practice still used in the United States, but not without concern 
for human rights violations. This concern is visible through efforts to stop or limit the use of 
isolation practices, e.g., on March 18, 2021 the New York senate passed the Humane 
Alternatives to Long-Term Solitary Confinement Act (HALT) which limited the use of solitary 
confinement for incarcerated people to 15 days (New York Senate 2021). Among other things, 
the act expanded the definition of segregated confinement and attempted to eliminate the use of 
long-term segregated confinement for vulnerable incarcerated populations. This act was intended 
to bring New York in compliance with the Nelson Mandela Rules, which were adopted by the 
United Nations and consider segregated confinement for more than 15 days to be torture. 
 
22
    The eighth amendment states that “excessive bail shall not be required, nor excessive fines imposed, nor cruel 
and unusual punishments inflicted,” according to the United States Government Publishing Office.  
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 During public health crises, the use of confinement in the form of medical isolation and 
quarantine is a public health strategy used to prevent the spread of disease in correctional 
facilities. Public health scholars agree that separating people who have been exposed or are 
contagious is a necessary response, however, there is also concern that these forms of isolation 
too closely mirror solitary confinement. Figure 2 shows a comparison between solitary 
Figure 2: Medical Isolation, Quarantine, and Solitary Confinement 
 







MI: Separating people with a confirmed or 
suspected contagious disease until they are 
no longer contagious 
Q: Separating asymptomatic people who 
have been exposed toa contagious disease 





Isolating people from the rest of the 
correctional population while 
imposing major restrictions of 
visitors, phone calls, recreation, and 
property 
Reduce the spread of disease Purpose 
 
Punishment 
MI: Ends when medical evidence shows a 
person is no longer contagious 
Q: Ends when the person is found to be 
infected and is then moved to MI or found 
to be free from infection and is moved 




Determined by security staff, often 
indeterminate 




Sanitary (functional toilet, sink, soap), 
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unsanitary, poor temperature 
regulation, use of force 
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on most recreation, personal property, 
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etc. 
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Major restriction or complete bans on 
family contact, visitors, phone calls, 
email 
Source: (Cloud et al. 2020) *Information was collected from “The Ethical Use of Medical Isolation – 
Not Solitary Confinement – to Reduce COVID-19 Transmission in Correctional Settings,” published by 
AMEND on April 9, 2020 with the purpose of encouraging the ‘ethical’ use of isolation methods- not 
solitary confinement- as a medical response to the COVID-19 pandemic in prisons. 
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confinement and both medical isolation and quarantine, which are used in correctional 
facilities to prevent the spread of disease. The information was published by AMEND in a 
report about using isolation in the form of quarantine and medical isolation as part of the 
COVID-19 response in prisons.  
The U.S. Department of Justice defines solitary confinement as any form of detention 
that involves either voluntary or involuntary removal from the general population, placement in a 
locked room or cell alone or with another inmate, and the inability to leave the room or cell for 
the vast majority of the day, typically 22 hours or more. Quarantine is defined as the separation 
and restricted movement of people exposed to a contagious disease while awaiting test results. 
The WHO and the CDC define COVID-19 medical isolation for correctional facilities as: 
Confining a confirmed or suspected COVID-19 case (ideally to a single cell with solid 
walls and a solid door that closes), to prevent contact with others and to reduce the risk of 
transmission. Medical isolation ends when the individual meets pre-established clinical 
and/or testing criteria for release from isolation, in consultation with clinical providers 
and public health officials…In this context, isolation does NOT refer to punitive isolation 
for behavioral infractions within the custodial setting. Staff are encouraged to use the 
term “medical isolation” to avoid confusion (Cloud et al. 2020, 4). 
According to Cloud et al. (2020), methods of separation and restricted movement are necessary 
public health measures during a health crisis such as the COVID-19 pandemic. However, due to 
the lack of transparency, the possible variation at the discretion of correctional facility security 
and medical staff, and potential for confusion about the purpose of the increased isolation among 
other things, there is severe risk of the lines between medical isolation or quarantine and solitary 
confinement to be blurred. And regardless of the explicitly stated purpose of the increase in 
separation and restriction of movement, the conditions in medical isolation and quarantine have 
the potential to adversely impact the mental and physical health of incarcerated people.  
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The Spread of Disease 
Methods of increased isolation are often used as a public health response to prevent 
contagion in correctional facilities, which are particularly vulnerable to the spread of disease. 
Vulnerabilities of prisons, jails, and other places of confinement have been exposed during 
public health crises of the past, e.g., during the 2009 H1N1 flu pandemic, prisons and jails were 
also among the hardest hit places (Akiyama et al. 2020). The 2009 flu pandemic exposed the 
failure to include jails in planning efforts, because when a vaccine was available in 2010, many 
small jails never received access to it despite the large presence of at-risk people (Akiyama et al. 
2020).  
Prisons are also particularly vulnerable to the spread of blood borne diseases like 
HIV/AIDS. Rashad Shabazz described the connection between and consequences of coercive 
mobility of Black men through incarceration and the spread of HIV/AIDS in Chicago (Shabazz 
2015, 107-108): “the rapid expansion of HIV-positive Black women in the past fifteen years is a 
salient demonstration of the coercive form of mobility mass incarceration produced regarding 
HIV/AIDS.”  Black men make up the majority of the incarcerated population in Illinois and are 
the majority carriers of HIV/AIDS in prison and Black men die from it more than women and 
they move between prison and communities at a higher rate and volume than women. However, 
Black women are the fastest growing HIV-positive group.23 
The spread of AIDS has also been spoken about in the context of expanding drug 
policies, mass incarceration, and the cyclical nature of people moving in and out of prisons.  
When addicts became infected with AIDS, criminalizing them and locking them up 
perpetuated and expanded the nascent AIDS epidemic. New York’s Rikers Island, for 
example, the largest city jail in the world, soon became the largest single concentration of 
AIDS-infected individuals in the United States (Drucker 2011, 19-37).  
 
23 Shabazz (2015, 108) explains the complexities of this pattern, which are in part a result of the imbalance of sexual 
male partners for heterosexual women that leads Black men to have multiple sexual partners. 




Drug criminalization and its enforcement through carceral punishment undermined medical and 
public health efforts to treat people suffering from addiction effectively and also failed to prevent 
the spread of the AIDS epidemic (Drucker 2011, 33). This problem only worsened as the AIDS 
epidemic grew in the 1980s and 1990s, when tuberculosis reemerged and further threatened the 
health of incarcerated people in crowded correctional facilities with weakened immune systems. 
  In contrast to HIV/AIDS which is blood borne, tuberculosis spreads through the air and 
therefore requires even less contact to transfer to another person. Several of the worst outbreaks 
of tuberculosis in the United States were also rooted in prisons and jails. Some of the most well-
known outbreaks of tuberculosis happened in New York City in the 1980s inside prisons and 
jails— including Rikers Island—, but eventually spread outward into homeless shelters and 
beyond (Farmer 2002). As explained by Paul Farmer (2002, 240) “Prisons have gates, but they 
are highly permeable institutions, with a great deal of interaction with surrounding communities 
(the “outside world”).” This interaction with the “outside world” occurs through correctional 
officers, prison administrators, other employees, and visitors, and also because detention is often 
brief. Around 14 million people pass through United States prisons or jails each year, so the 
population health inside correctional institutions is connected to the public health beyond prison 
walls. 
 By 1991, New York’s Rikers Island correctional facility had one of the highest 
tuberculosis rates in the country: The tuberculosis rate had increased more than 300% between 
1980 and 1991. Public outcry was reportedly lacking about the dangers of contagion in prison, 
but only “until prison wardens, health professionals, and other such ‘innocent’ parties began to 
fall ill” (Farmer 2002, 245). After other “innocent” parties began getting sick, the spread of 
disease inside prisons became newsworthy and some action was taken. The delayed action 
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involved the upgrading detention facilities, the construction of new isolation facilities with better 
ventilation, and enhanced surveillance as an attempt to track cases. As Paul Farmer (2002, 239-
240) describes: 
New isolation facilities were installed in many prisons, and, in the end, no effort was 
spared to diagnose, isolate, and treat patients with drug-resistant tuberculosis. In many 
circles, the tuberculosis outbreaks were attributed to a single factor: The arrival of a new 
epidemic, AIDS, which had weakened the immune system of many of those who later 
died of tuberculosis. But the epidemic was less a consequence of HIV than of the rapid 
rise of incarceration as a means of responding to social ills ranging from addiction and 
petty crime to housing shortages and racism. 
Correctional facilities were not prepared for the HIV/AIDS epidemic nor the resurfacing 
of tuberculosis. Correctional facilities were not even structurally prepared for the rise of mass 
incarceration following stricter drug policies, which left many prisons crowded over capacity. 
Prisons and jails are not and do not claim to be hospitals, but they are left responsible for 
maintaining the health of incarcerated people even during a public health crisis. This section only 
provided a few examples of public health crises disproportionately impacting correctional 
facilities. However, these examples illustrate that correctional facilities across the country— and 
around the world— are particularly vulnerable to the spread of disease.  
The cases presented in this section highlight significant trends related to the spread of 
disease in correctional facilities. For example, the H1N1 flu pandemic showed the failure of 
planning to include prisons and jails. One thing HIV/AIDS made clear is that there is a lot of 
physical contact between people during incarceration, which allowed the blood borne disease to 
spread. If incarcerated people are in close enough contact to spread blood borne disease, they 
must also be in close enough contact to spread air borne disease. The past spread of disease and 
conditions that decrease health during incarceration (e.g., poor quality of food), leave 
incarcerated people with weakened immune systems even if they did not have underlying health 
conditions to begin with. This results in incarcerated people being at greater risk of spreading 
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disease, and particularly vulnerable to spreading and contracting air borne diseases such as 
tuberculosis or the coronavirus. 
Prison in the United States is not only a place that deteriorates physical and mental health 
during a sentence, but it follows a person throughout their life before and after incarceration 
insofar as reentry after incarceration has been deemed “punishment’s twin” (Byrd 2016). While 
barriers to re-entry are outside the scope of this project, among them include barriers to public 
housing and employment (Travis 2002), barriers to Supplemental Nutrition Assistance Program 
(SNAP) benefits (Golembeski et al. 2020), and disenfranchisement (Travis 2002). Not only does 
incarceration leave marginalized groups of people more vulnerable to morbidities and premature 
death, but the added consequences following incarceration continue to punish formerly 
incarcerated individuals, their families, and their communities long after the prison sentence has 
been served.  
The Power to Punish  
The broad significance of this topic can be best understood within the framework of 
necropower or necropolitics, as developed by Achille Mbembe (2003; 2019).24 Necropolitics or 
necropower25 is the enactment of social and political power to dictate life and death. Mbembe 
defines it as “contemporary forms of subjugation of life to the power of death” (2003, 39). Any 
discussion about the connection between the criminal legal system or the carceral system and 
public health is inherently a discussion about the social and political power to influence life and 
 
24 Achille Mbembe is the most prominent theorist of the politics of death, known as necropolitics. Mbembe first 
explored this topic in his 2003 article titled “Necropolitcs” and then in 2019 in a book with the same name. 
 
25 This concept expands on the Foucauldian theory of biopower discussed in Il faut défendre la société (1997, 57–
74). Mbembe deemed the notion of biower insufficient and developed the study of necropolitics to focus on the 
ways that the contemporary world deploys weapons intended for mass destruction of people and the creation of 
death-worlds, as well as “new and unique forms of social existence in which vast populations are subjected to 
conditions of life conferring upon them the status of living dead” (Mbembe 2003, 39-40).  
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death. The construction of crime and punishable subjects is influenced by the political economy, 
and when the state enacts carceral punishment for crimes, it ultimately wields the power to 
spatially subject certain groups of people to death or poor health using incarceration as a weapon.  
I turn to Mbembe’s (2003) discussion of colonial occupation to further understand the 
significance of mass incarceration in the United States. According to Mbembe (2003, 25-26): 
Colonial occupation itself was a matter of seizing, delimiting, and asserting control over a 
physical geographical area— of writing on the ground a new set of social and spatial 
relations. The writing of new spatial relations (territorialization) was, ultimately, 
tantamount to the production of boundaries and hierarchies, zones and enclaves; the 
subversion of existing property arrangements; the classification of people according to 
different categories; resource extraction; and, finally, the manufacturing of a large 
reservoir of cultural imaginaries. These imaginaries gave meaning to the enactment of 
differential rights to differing categories of people for different purposes within the same 
space; in brief, the exercise of sovereignty. Space was therefore the raw material of 
sovereignty and the violence it carried with it. 
Along the same vein, the physical space of correctional or detention facilities represents a 
geographic territory that dispossess people of resources and land and is then used to extract 
resources partially in the form of the labor of incarcerated people. The jail, prison, and detention 
center also physically and symbolically enact borders, boundaries, hierarchies, and control over 
geographic areas and categorized groups of people. The “criminals” or “prisoners” of society 
have been imagined in a way that allows society to accept them as deserving of carceral 
punishment, which is violent in nature as it increases vulnerability to morbidities and premature 
death. The synergy of racism, xenophobia, colonization, white-supremacy, and patriarchy in 
contemporary society create spaces of violence beyond colonial occupation. These systems of 
power and inequality are inherently connected as are the struggles against them, and therefore 
none should not be ignored in a discussion of mass incarceration.  
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CHAPTER 4: THE STUDY 
Methods  
 For this research project, I decided to incorporate a combination of qualitative and 
quantitative methods, which are detailed in this chapter. To begin, I compiled primary data on 
positive COVID-19 cases and death counts within the United States’ correction and detention 
facilities. This primary data analysis involved collecting this data both for incarcerated people 
and facility staff. Data were selected from the Centers for Disease Control and Prevention 
(CDC), the Department of Corrections (DOC), and the Federal Bureau of Prisons (BOP) from 
March 31, 2020 through February 26, 2021.  
Case Fatality Rates 
Once I had the COVID-19 case and death data for these populations reported within this 
time period, I calculated the case fatality rates for incarcerated people in United States 
correctional and detention facilities, facility staff, and the combined population of incarcerated 
people and staff. Case fatality rates were calculated by dividing the number of COVID-19 deaths 
by the number of positive COVID-19 cases for a specific population. It should be noted that data 
is accurate to what was reported by the CDC, DOC, and BOP, but trends in COVID-19 testing 
within facilities for any population could have impacted this data. For example, it is possible that 
not all positive COVID-19 cases within correctional and detention facilities were identified using 
testing, and therefore it is possible that not all COVID-19 deaths were identified as resulting 
from COVID-19.  
I chose the measure of case fatality rates instead of another measure, e.g., mortality rates, 
for a number of reasons. This decision was made in part because of the fact that the population of 
incarcerated people is constantly in flux in normal times and even more so as a result of 
decarceration trends during the COVID-19 pandemic. The population of facility staff is also 
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subject to fluctuation during the pandemic because retention for correctional and detention 
facility staff is difficult in normal times, and even more so during a pandemic. As a result of the 
changing retention challenges, there are also inconsistent hiring patterns for staff positions.  
It is also important to note that I chose to compare the case fatality rates for incarcerated 
people to facility staff instead of to the general U.S. population. This was because, without 
adjusting for disparities in age, race, gender, and socio-economic status between the general 
population and the incarcerated population, the groups do not provide an ideal comparison. I 
chose to compare staff to the incarcerated population because they share the commonality of 
being inside correctional facilities during the COVID-19 pandemic, because the COVID-19 
cases and deaths for staff may directly impact incarcerated people, and because correctional 
facility staff were chosen as my interview participants for this project.  
Potential Years of Life Lost 
 In addition to case fatality rates, I decided to implement another measure of quantitative 
analysis to add further context to the loss of life due to COVID-19 in these spaces of 
confinement. I chose the measure potential years of life lost (YLL), which allowed me to 
calculate an estimated number of years that the COVID-19 deaths of people incarcerated in U.S. 
correctional and detention facilities might represent. YLL is calculated by estimating the number 
of years a person would have lived if they had not died prematurely. YLL represents the number 
of years between a person’s age at the time of death and their estimated life expectancy (Drucker 
2011, 69). When applied to individual people, this measure requires an estimation of life 
expectancy, but when applied to a group of people, this measure has more significant limitations 
that must be considered. For this research, calculating the measure of YLL required estimating 
the average age at death, generalized to the entire population of incarcerated people in the U.S. 
For this number, I chose to use the current median age of all state and federal incarcerated people 
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in the United States. Calculating YLL for this large of a population also required generalizing a 
single life expectancy for the group. I chose to use the life expectancy for Black men in the U.S, 
who represent the largest population of incarcerated people. 
Interviewing 
 In addition to the primary data analysis discussed above, I took a qualitative approach to 
this research by conducting interviews. The purpose of interviewing as a methodology, outlined 
by Kevin Dunn (2016, 102), includes filling a knowledge gap left by other methods, 
investigating complex behaviors, collecting a diversity of meaning, opinion and experiences, and 
showing respect and empowering the informant. My research process was largely informed by 
“Quantitative Data Analysis” and “Qualitative Data Analysis,” two chapters found in The Basics 
of Social Research by Earl Babbie. Babbie (2012) highlights the ethics of quantitative and 
qualitative data analysis, which encouraged me to reflect on the fact that subjectivity could 
increase the risk of biased analysis for either quantitative or qualitative analysis. Babbie (2012, 
458-459) also stresses the importance of reporting unexpected findings and protecting research 
participants’ privacy, which I made sure to do in my analysis and conclusion.  
 I decided to use Vermont as a case study to explore how the COVID-19 pandemic 
impacted correctional facilities by conducting six semi-structured interviews with Vermont 
correctional facility staff and administrators. I selected the state of Vermont for many reasons: I 
currently live and attend school here, I had access to the population of correctional facility staff 
from previous experience with the Liberal Arts in Prison Program (LAPP) at UVM, Vermont 
currently has no reported COVID-19 deaths among its incarcerated population, Vermont is 
generally regarded as having a good pandemic response and progressive prison policies, and 
lastly, Vermont is a small state. Vermont is a unique place in a lot of ways, but I believe that 
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qualitative research on how the pandemic impacted prisons in this small state could shed light on 
the broader national trends in a more accessible way.  
The interviews conducted for this project occurred on Microsoft Teams. Potential 
interviewees were given project information sheets outlining the expectations of participation in 
this project and explaining how their personal information would be kept confidential and their 
privacy would be ensured. All personal identifiers for the interview participants are kept 
confidential in this project; participants are simply referred to interchangeably as “correctional 
facility administrators or staff,” “correctional facility staff,” “facility staff,” or something along 
those lines. The group they are intended to represent are people who work inside Vermont 
correctional facilities during the COVID-19 pandemic in an administrative role.  
These interviews provide insight into how this population perceived the correctional 
facilities they worked in and the changes that occurred resulting from the COVID-19 pandemic. 
These perspectives contribute to a deeper understanding of how the COVID-19 pandemic 
impacted both correctional facility staff and incarcerated people by discussing the COVID-19 
protocol guidance and enforcement, the most pressing concerns for staff throughout the 
pandemic, major changes and challenges that occurred, and any barriers that prevented effective 
pandemic response among other things (see Appendix A for the interview guide).  
In order to gain access to this population to conduct my interviews, I began with a 
convenience sample with prison staff and administrators that I had connections to through past 
years of involvement with the UVM Liberal Arts in Prison Program and the program director, 
UVM Professor Kathy Fox. These contacts helped me to recruit the first interview participants, 
who then helped create a sort of snowball sample by email introducing me to staff from other 
Vermont correctional facilities. After sending a few follow-up emails and navigating a few 
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scheduling difficulties that arose because of unexpected COVID-19 related meetings that came 
up for my interview participants, I was able to successfully schedule and conduct five interviews 
between December 2020 and February 2021. The interviews all lasted between 30 minutes and 1 
hour.  
Coding 
After conducting the first five interviews, I transcribed them and then I took the approach 
of stepping back to gain new perspective, as described by Daynes and Williams (2018, 146-152). 
After establishing some time and space from the interviews, I came back to the transcriptions 
having gathered my thoughts and focused on coding them as new data sets. My coding was 
focused on highlighting how the pandemic impacted Vermont correctional facilities according to 
the experience of correctional facility staff. I implemented an inductive and deductive approach 
to coding by starting with a few themes coming from my interview questions and then adding 
codes after taking note of common themes and topics that came up in interviews. I identified 
codes that I felt were important in portraying the experience and perceptions of my interview 
participants, then I organized them into broader categories to create a codebook with main codes 
and sub-codes (see Figure 3 below). 
To organize, code, and analyze my interviews, I used NVivo software. The act of coding 
involved reading through each interview transcription and assigning important phrases and 
longer dialogues a code. The process of coding and the creation of the above codebook was 
informed by “Coding Qualitative Data,” a chapter from Qualitative Research Methods in Human 
Geography written by UM Professor Meghan Cope. During the process of coding, I received 
another email response from a correctional facility staff member who was willing to participate 
in my research. At this point it was March 2021, and I conducted the sixth and final interview. 
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Figure 3: Codebook 
Code Description Child-Codes 
Prison Functions Operational and physical 
descriptions of prisons  
- Prisons as hospitals 
- COVID-19 preparedness 
- New Protocol enforcement  
Prison and Safety How is safety discussed in the 
context of prisons? 
- Safety for who/what? 
- Safety from who/what? 
- What is danger or risk? 
Coercive Mobility Discussion related to physical 
movement, restrictive movement, 
movement of information 
- Movement within the prison (e.g, 
modified lockdown, full lockdown, 
quarantine, medical isolation, 
segregation) 
- Movement between prisons  
(e.g. transfers) 
- Movement between prison and 




between incarcerated people, 
staff, and community resulting 
from coercive mobilities 
- Physical exclusion through mobility 
- Health outcomes (e.g. mental health or 
COVID-19 exposure) 
- Exclusion from community  
(e.g. reduced contact with volunteers, 
families, loved ones) 
Social Distance Prisons described as separate, 
invisible, or misunderstood 
from/by the community  
- Physical distance of prison from 
community 
- Misunderstandings of prison and staff 
by media 
- Misunderstandings of incarcerated 
population by staff 
I used the same interview guide, however new question topics came up due to the time elapsed 
since the previous interviews and changes that occurred during that time, e.g., the COVID-19 
vaccine did not exist when I first wrote my interview guide and by the time I conducted by final 
interview, all staff members in the correctional facility where the interviewee worked had the 
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opportunity to be vaccinated the week prior. This reflects the informal and semi-structured nature 
of my interviews with this population of correctional facility ‘experts.’ 
The “Expert” Interview  
Since the nature of the interviews conducted are arguably a form of ‘expert knowledge,’ 
it is important to acknowledge some discussion around the ‘expert interview.’ Social scientists 
have different understandings of what it means to be an ‘expert.’ Meuser and Nagel (2009) 
describe the expert interview as a qualitative method which focuses on specific knowledge in a 
certain field of action. Experts are knowledgeable on certain subjects identified “by virtue of 
their specific knowledge, their community position, or their status” (Döringer 2020, 265). 
However, Döringer (2020) also notes that there are important issues with this method that 
scholars generally agree on, mainly that the expert interview is situated in the realm of the 
researcher’s interest in a particular subject. In order to prevent research bias from influencing the 
responses of the interviewee, I based my interview methods off the “problem-centered expert 
interview,” which Döringer (2020) describes as a mixed inductive and deductive theory-
generating method. The deductive elements are grounded in the creation of the interview guide, 
which draws in theoretical concepts and focuses on narrative answers. The inductive elements 
are grounded in the researchers’ open-minded approach to the interviewees’ perspectives and 
willingness to reformulate their previous assumptions.  
Bogner and Menz (2009) discuss three approaches to the expert interview, including the 
exploratory expert interview, the systematizing expert interview, and the theory-generating 
expert interview. The first two are respectively used to gather knowledge that is otherwise 
difficult to acquire and to collect comprehensive data to be used for comparisons. The theory-
generating expert interview, which is used as a starting point for the problem-centered expert 
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interview, defines experts as people who are “responsible for the development, implementation, 
or control of a solution, or persons who have privileged access to people or decision-making 
processes” and aims to reveal interpretative knowledge based on empirical data (Döringer 2020, 
267). According to Döringer (2020, 267) interpretative knowledge is predominantly implicit, is 
defined as “subjective relevancies, viewpoints, or perspectives on which experts draw when 
enforcing their orientations,” and is only developed through the abstraction and systemization of 
qualitative interview data.  
In selecting a method combining theory-generating and problem-centered expert 
interviews, I was constantly reflecting on the nuances that exist within general understandings of 
an expert. Sometimes the expert label is attributed to people with advanced academic degrees on 
a particular subject and sometimes the term “expert” refers to someone who has considerable life 
experience with a particular subject or role. I selected my interview population due to their 
experience in their jobs during this pandemic, which contributes to their expertise on working in 
a correction facility during the COVID-19 pandemic.  
There have been more critical discussions of expertise that are also important to consider. 
For example, Simonson (2021, 849-852) discusses expertise through a power lens, which 
“promotes a different kind of expert” and presents specific ideas about who should be given 
power. The power lens suggests that power should be given to directly impacted people. 
Therefore, in a discussion about carcerality, voices of currently and formerly incarcerated people 
and Black, Latinx, and Indigenous People should be amplified. Under the power lens, the people 
who are most directly impacted by the system of power become the experts themselves. In the 
context of this project, correctional facility staff are interviewed as experts, however the 
expertise that staff provide for this project is only in their personal experience working for the 
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Vermont DOC during the COVID-19 pandemic and in their personal perceptions and 
understandings of the correctional facilities and its functions.  
Contextualizing the Data 
In this project, I added additional data to my findings section alongside my interview data 
in order to bring other voices into the conversation and to serve as a reminder that the interview 
data is intended to be critically analyzed using the methodologies discussed above. I conducted 
some secondary research to further contextualize my qualitative case study of Vermont 
correctional facilities and to further inform my results. The additional information that I included 
was from local news sources, such as Vermont Public Radio (VPR) and VTDigger News, and 
Vermont DOC press releases from between June 11, 2020 and March 2, 2021. VTDigger and 
DOC press release information was included to situate the interview data into a broader context, 
while VPR interviews were included as context because they featured interviews with 
incarcerated Vermonters and their families.  
At the onset and during the development and formation of this project, I considered 
conducting my own interviews with people who had experienced incarceration during the 
COVID-19 pandemic. I wanted to amplify the voices of the people most directly impacted by the 
pandemic in prisons, i.e. incarcerated people. However, the ability to obtain access to interviews 
with that population was outside the scope of this project due to time constraints and the IRB 
process among other things. Although I think it is important to include voices from the 
communities that are most impacted when conducting research such as this, interviews with the 
incarcerated population did not seem to be the right fit for this project in particular. Since the 
incarcerated population is a particularly vulnerable group, I did not want to risk anyone’s privacy 
or safety. However, I do believe that this topic of research is particularly urgent in light of the 
   
 
72
current political climate and the increased health risks of incarceration during the current 
pandemic. In the United States, people who are involved in the criminal legal system are 
particularly stigmatized and faced with a slew of challenges during and post incarceration. I 
believe that the perspectives and experiences of correctional facility staff are useful to illuminate 
some of the inner workings of correctional facilities and therefore the perspective they bring can 
contribute useful information to this discussion.  
While interviewing allowed me to consider individual human experiences, opinions, and 
stories, there were a number of ethical concerns that, as a researcher, I had to consider. These 
included underlying concerns about ensuring that there was informed consent and protection of 
the participants’ privacy as well as the protection of privacy for the incarcerated population that 
was also discussed. According to (Dowling 33-34), ethical issues can arise in research due to the 
fact that “rules and ethics committees are not unproblematic” and “it is not always possible to 
predict the impact of research on participants.” As a result, it was especially important for me to 
be critically reflexive during the qualitative portion of this project. I remained critically reflexive 
and aware of my positionality throughout this process by keeping a journal that allowed me to 
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CHAPTER 5: QUANTITATIVE ANALYSIS 
Vulnerabilities of Confinement during COVID-19 
 Many of the largest COVID-19 outbreaks in the United States have been among the most 
populated prisons and jails, such as Cook County Jail, LA County Jail System, and Sterling 
Prison in CO. In early September, the Vera Institute of Justice reported that “COVID-19 is 
raging through U.S. jails and prisons— places disproportionately populated by poor people and 
those from communities of color, especially Black and Latinx communities. In fact, the 15 
largest COVID-19 clusters in the country are in jails and prisons” (Haskell-Hoehl and Schmidt 
2020).  
Philip D. Sloane (2020) provides an adequate baseline perspective of what characteristics 
have contributed to the worst of these COVID-19 outbreaks. Some of the findings included 
densely populated housing— which is not ideal for sheltering in place— , having meals prepared 
in a central kitchen and served to people at large gatherings, social activities bringing large 
groups together on a regular basis, staff having extensive contact with residents (while working 
in demanding conditions for modest pay), medical resources that compete with other nonmedical 
priorities, and health care regulations that may be extensive but are not prepared for a pandemic. 
Franco-Paredes et al. (2020) also emphasize the attributes specific to prisons and jails that have 
and will likely continue to contribute to COVID-19 outbreaks, i.e. overcrowding, insufficient 
sanitation, poor ventilation, and inadequate healthcare. These characteristics are echoed in other 
research (e.g., Alexander et al. 2020; Barnert et al. 2020) which exemplify the many ways that 
the physical and operational characteristics of correctional and detention facilities leave them and 
the people within them more vulnerable to the spread of disease.  
In addition to the aforementioned characteristics, correctional and detention facilities 
have faced a number of other challenges. Some prisons have a hard time keeping and retaining 
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correctional officers, physicians and nurses. In North Carolina, for example, it’s normal to have 
as many as 25% of prison staff health care positions unfilled (Sloane 2020, 959). Yet, even if 
staff retention was not a challenge, organizations have expressed that trained and experienced 
staff are only one part of the essential resources needed for a proper response to the pandemic in 
correctional settings.  
The World Health Organization, for example, published a plan for responding to COVID-
19 in prisons which advocated for ready access to testing, routine hand washing, hand sanitizer 
access, physical distancing, use of disposable tissues, admonition to avoid touching the face, use 
of masks for any person with respiratory symptoms, other cleaning measures, restriction of 
movement, and use of personal protective equipment for staff attending to persons with 
suspected COVID-19 (WHO 2021). This is only one out of dozens of pandemic response or 
contingency plans that were released as guidance for these facilities. In the months following the 
first of the COVID-19 outbreaks in correctional and detention facilities, studies and reports 
suggested that some of these recommendations— particularly social distancing— were not 
possible or could not be enforced (Blakinger & Schwartzapfel 2020; Hummer 2020; Sloane 
2020; Widra and Wagner 2020).  
While the Federal Bureau of Prisons (BOP) maintains that adequate PPE was provided to 
staff and incarcerated people in line with CDC guidelines, the nationwide shortage of PPE in the 
early months of the pandemic left federal, state, and local prisons and jails behind medical 
facilities, first responders, schools, and other institutions in priority (Hummer 2020). In April 
2020, the BOP was already facing two lawsuits about the ongoing COVID-19 response. One of 
them, filed by a group of nonprofit lawyers, alleged “poor treatment by the BOP and a lack of 
information sharing by the agency to those incarcerated” and the other, filed by the American 
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Federation of Government Employees, demanded hazard pay for people working under the 
conditions caused by COVID-19 which made staff more vulnerable to infection (Barr 2020). The 
case study of Vermont later in this chapter will further explore the relative impact of COVID-19 
on correctional facility staff. 
Another factor that has contributed to the response and understanding of how COVID-19 
has impacted prisons, jails, and detention centers is the lack of transparency and reliable data. 
According to Franco-Paredes et al. (2020, 2), the “true extent of the epidemic inside the walls of 
prisons and jails in the U.S. is largely unknown because of undertesting and underreporting” 
coupled with a general lack of transparency, which is further discussed by Haskell-Hoehl and 
Schmidt in a blog post for the Vera Institute of Justice published on September 2, 2020:  
We know the problem is bad, but we don’t know the details, particularly surrounding  
how COVID-19 in correctional facilities is impacting people of color. Currently, no 
central government reporting and collection agency, such as the Centers for Disease 
Control and Prevention (CDC), tracks the data on COVID-19 in correctional facilities. 
Nonprofits and universities have taken it upon themselves to provide some form of data 
to the public, although this data is not necessarily accurate or comprehensive. The lack of 
transparency around coronavirus cases, testing, response, and outcomes in these facilities 
hobbles efforts to provide adequate protection and treatment to incarcerated people and 
contain the pandemic overall (Haskell-Hoehl and Schmidt 2020).  
The lack of transparency in prisons, jails, and detention centers is one of many factors 
that set apart places of involuntary confinement from other total or near total institutions that 
were vulnerable to the spread of disease, e.g., nursing homes. Other factors include the stigma of 
the “criminal label” (Lageson 2016) and the socio-economic racial and gendered characteristics 
of incarceration (Garcia and Sharif 2015). This negative connotation of the “criminal” label does 
not touch the elderly living in nursing homes or assisted living facilities nor do the same racial 
disparities that exist in prisons.  
In May 2020, the Centers for Medicare and Medicaid Services, which regulates the 
nation’s more than 15,000 nursing homes, issued new guidance instructing administrators to  
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restrict all visitors, cancel group activities, shut down dining rooms and screen all residents and 
staff members for fevers and respiratory illnesses (Stockman et al. 2020). However, some health 
care workers explained that they lack the necessary resources to do their jobs safely and the 
safety restrictions were enforced unevenly. As a result, people died without loved ones present 
and sometimes without anyone who speaks the same language as them (Stockman et al. 2020). In 
some places, such as the Park Springs Life Plan Community in Stone Mountain, Georgia 
(Stockman et al. 2020), staff even volunteered to live on the campus to avoid inadvertently 
carrying the virus into the facility from home or vice versa. These health care workers were 
considered heroes and applauded for their work. The same praise was not extended to the 
workers in correctional or detention facilities even though some operate health care functions 
inside these facilities, and some interact with people who have the coronavirus. This suggests 
that the stigma of the “criminal” may be contagious to the entire prison and anyone working in it. 
While stigma may be a significant difference between spaces of confinement, i.e., incarcerated 
people and correctional staff are negatively impacted by stigma and health care workers in 
nursing homes are praised, it is clear that the COVID-19 pandemic hit both senior homes and 
correctional facilities harder than the general population of people outside these forms of 
confinement.  
Senior centers, nursing homes, assisted-living facilities, memory care facilities, 
retirement and senior communities, and long-term rehabilitation facilities were deemed “death 
pits” or hot spots for COVID-19 outbreaks (Stockman et al. 2020). These were places where 
people are likely to be older and immune-compromised, i.e. factors that increase likelihood of 
fatality from the coronavirus, and where the spread of disease was more likely due to lack of 
possibilities for social distancing and a lack of resources (Kajstura et al. 2020; Sloane 2020).  
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Kajstura et al. (2020) compared the physical space of prisons and jails to nursing homes 
and cruise ships ―all prominent virus incubators― and found them all to be places where social 
distancing was either impossible or unlikely. The study, conducted by the Prison Policy 
Initiative, found that while Grand Princess and Diamond Princess cruise ships have typical 
cabins with about 76 square feet per person, the American Correctional Association states that 
cells in correctional facilities should have at least 25 square feet of space per person in each cell 
not encumbered by bunk, desk, or other furniture. That would leave only a 5 x 5 foot space per 
person, making it physically impossible to social distance 6 feet apart (Kajstura et al. 2020). The 
report found that in some facilities, beds can be as close as 3 feet from each other. All institutions 
of dormitory-style living, including college campuses, nursing homes, and prisons, were 
particularly vulnerable to COVID-19 due to the lack of possible social distancing. However, 
certain differences in resources, freedoms, and mobility in non-correctional settings set them 
apart from prisons, jails, and detention centers. For example, non-correctional facilities tend to 
have “in-room access to the necessary hygiene products and water – something that is often 
missing in correctional facilities” (Kajstura et al. 2020).  
At the early stages of the pandemic, it became clear that prisons would be especially 
dangerous. It also became clear that recommended preventative measures would not be simple to 
achieve in some facilities. The CDC preventative measures included “avoiding close contact 
with people who are sick, covering your mouth with a tissue when you cough or sneeze, 
disinfecting frequently-used surfaces and washing your hands or using alcohol-based hand 
sanitizer.” These precautions are not possible in prisons where access to toilet paper is limited, 
covering your mouth is impossible when handcuffed, and access to cleaning products is difficult.  
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A Marshall Project report noted that, in many facilities, alcohol-based hand sanitizer, 
along with other sanitary products, is against facility rules. For an inmate in Central Texas 
Prison, the use of hand sanitizer resulted in a write-up and loss of recreation and loss of phone 
privileges for 10 days (Blakinger & Schwartzapfel 2020). Jan Ransom and Alan Feuer (2020) 
reported in March that at New York City’s Rikers Island, incarcerated people used alcohol pads 
given to them by a barber after a haircut to sanitize a frequently used phone, a sock to hold a 
phone during a call, and diluted shampoo to disinfect cells and common surfaces. The article also 
noted that an incarcerated person refused to be identified by his full name, fearing retribution 
from law enforcement officials (Ransom & Feuer 2020). While these accounts show that people 
experiencing incarceration had to be creative and resourceful in trying to ensure their safety from 
contracting COVID-19, they also express that the facilities were in some ways lacking the 
resources or initiatives to provide safe spaces for those people confined to them. The fear of 
retribution as a result of sharing experiences of incarceration during the pandemic also contribute 
further to the barriers to transparency and data collection.  
Existing scholarship and ongoing studies show that the prison and other places of 
confinement are especially vulnerable to the spread of diseases and have significant impacts on 
health (e.g., Massoglia and Pridemore 2018). The earlier discussions of HIV/AIDS and 
Tuberculosis in prison provided a narrative that exemplifies how prisons have fared during 
epidemics of the past and are useful in their ability to contextualize why scholars and health 
experts immediately expressed concern for about the fate of prisons when the COVID-19 
pandemic began. The previous discussions have aimed to highlight some of the collateral 
consequences associated with carceral punishment, including the impact of incarceration on 
health and some of the ways that prisons increase vulnerability to premature death. However, it 
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is also a main objective of this project to investigate the group-differentiated health impacts of 
carceral spaces and how they might reflect broader social and structural health inequalities. This 
section aims to investigate these topics by focusing specifically on the health implications of 
COVID-19 for people experiencing incarceration during the pandemic. In order to further 
explore the broader questions of this project about what constitutes collateral consequences of 
carceral punishment on health, I ask How does COVID-19 illuminate the material health 
consequences of carceral punishment? What was the impact of COVID-19 on correctional 
facilities? and What does this mean in relation to the disproportionate health effects within 
correctional facilities and within the United States? 
Case Fatality Rate and Potential Years of Life Lost 
Scholarship has shown that specific groups of people are more likely to be incarcerated, 
e.g. poor, working class, young Black and Latino men, and that those groups of people are more 
likely to have underlying health risks prior to, during, and after incarceration (e.g., Nowotny et 
al. 2017). The prison itself has been deemed to be a place that is particularly vulnerable to the 
spread of disease, but is there inequality in who, within correctional facilities, was most affected 
by COVID-19? This section will use a mixed-methods approach to explore how the health of 
people inside these institutions were affected by COVID-19 pandemic. I have decided to first 
quantify these affects by 1) determining the COVID-19 case fatality rate for people incarcerated 
and staff in correctional and detention facilities and 2) calculating the potential years of life lost 
due to COVID-19 deaths of incarcerated people. 
In order to acknowledge who is being impacted by the coronavirus in U.S. prisons, jails, 
and detention centers, I have compiled and included the following data showing the number of 
positive COVID-19 cases and the number of COVID-19 deaths in these places. The data contain 
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cumulative confirmed positive COVID-19 cases and death counts in the United States 
correctional and detention facilities. The data are separated by individuals who are incarcerated 
or being held in these facilities and staff working in any of these facilities, and their combined 
numbers as a comparative variable. This information was extracted from the CDC and reported 
by the Department of Corrections and the Federal Bureau of Prisons including data from all fifty 
states, the District of Columbia, and Puerto Rico26. The following tables include all reported 
positive cases and deaths between March 31, 2020 and February 26, 2021 for incarcerated 
individuals and staff of correctional and detention facilities.  
Figure 4: 





Staff of Correctional and 
Detention Facilities (# 
cases) 
Total Correctional & 
Detention Facilities (# cases 
incarcerated individuals + 
staff)  
Alabama 2,067 1,013 3,080 
Alaska* 2,321 0 2,321 
Arizona* 17,756 2,678 20,434 
Arkansas* 12,078 0 12,078 
California* 64,551 19,311 83,862 
Colorado* 10,613 1,555 12,168 
Connecticut 4,159 0 4,159 
DC 249 190 439 
Delaware* 1,961 720 2,681 
Florida* 20,666 5,501 26,167 
Georgia 4,167 1,539 5,706 
Hawaii 1,915 0 1,915 
Idaho* 4,189 454 4,643 
 
26
 The District of Columbia and Puerto Rico were included because they are part of the United States (along with 
the other U.S. territories for which data was not as easily accessible) and the experience of those who are in prisons, 
jails or detention centers there are also relevant to this discussion at the United States level. 
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Illinois 13,806 4,108 17,914 
Indiana 4,729 1,598 6,327 
Iowa 4,620 698 5,318 
Kansas 7,100 1,268 8,368 
Kentucky 9,161 1,006 10,167 
Louisiana 6,017 903 6,920 
Maine 160 0 160 
Maryland 5,061 2,094 7,155 
Massachusetts 3,498 801 4,299 
Michigan 25,549 3,626 29,175 
Minnesota 5,989 1,023 7,012 
Mississippi 2,110 0 2,110 
Missouri 384 0 384 
Montana 1,152 240 1,392 
Nebraska* 982 0 982 
Nevada 4,669 1,003 5,672 
New Hampshire 500 166 666 
New Jersey 6,755 2,073 8,828 
New Mexico 6,275 632 6,907 
New York* 7,585 4,673 12,258 
North Carolina 10,792 0 10,792 
North Dakota 647 329 976 
Ohio 8,091 4,638 12,729 
Oklahoma* 8,020 1,002 9,022 
Oregon 3,613 827 4,440 
Pennsylvania* 14,816 4,290 19,106 
Rhode Island 1,190 311 1,501 
South Carolina 3,787 1,044 4,831 
South Dakota 2,504 186 2,690 
Tennessee 6,991 1,475 8,466 
Texas 38,271 9,445 47,716 
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Utah 3,340 0 3,340 
Vermont 275 66 341 
Virginia 10,490 57 10,547 
Washington 6,428 1,118 7,546 
West Virginia* 4,522 745 5,267 
Wisconsin* 11,567 2,698 14,265 
Wyoming 4 0 4 
Puerto Rico 62 0 62 
Total # Cases 398,204 87,104 485,308 
Data includes total cases within US Correctional and Detention Facilities including all states, DC, and Puerto Rico 
from March 31, 2020 through Feb. 26 2021. This data was collected from the CDC and was reported by the 
Department of Corrections and the Federal Bureau of Prisons at the facility level unless the state is indicated by *, 
which means that there are cumulative state-wide totals (county-wide for DC) from one or more unnamed facilities as 
well as cases and deaths reported from any named facilities. Citation: (https://covid.cdc.gov/covid-data-
tracker/#correctional-facilities). 
 
Out of the total positive COVID-19 cases in correctional and detention facilities 
(N=485,308), 298,204 were cases from incarcerated individuals and 87,104 cases were from 
staff. This suggests that 82.05% of all COVID-19 cases in correctional and detention facilities 
were for incarcerated people and 17.95% of all cases were from the staff of these facilities, 
which is unable express significant meaning because there is no accurate population count of 
correctional and detention facility staff available that would allow me to calculate the case rate 
while controlling for difference in population size and characteristics. Along the same vein, I did 
not implement a comparison to the general population of people in the U.S. due to a lack of 
available resources and data collection that would allow me to correct for population disparities 
in age, race, gender and socio-economic status. However, an existing study conducted in July 
found that incarcerated people tested positive for COVID-19 at a rate 5.5 times higher than the 
general U.S. population with a case rate of 3,251 per 100,000 prisoners compared to 587 cases 
per 100,000 for the general U.S. population (Parish et al. 2020). 









Staff of Correctional and 
Detention Facilities (# 
deaths) 
Total Correctional & 
Detention Facilities (# deaths 
incarcerated individuals + 
staff)  
Alabama 64 3 67 
Alaska* 5 0 5 
Arizona* 65 0 65 
Arkansas* 2 0 2 
California* 247 2 249 
Colorado* 32 0 32 
Connecticut 20 0 20 
DC 1 3 4 
Delaware* 13 0 13 
Florida* 217 1 218 
Georgia 98 2 100 
Hawaii 9 0 9 
Idaho* 5 0 5 
Illinois 2 1 3 
Indiana 57 4 61 
Iowa 19 2 21 
Kansas 16 5 21 
Kentucky 60 5 65 
Louisiana 45 6 51 
Maine 0 0 0 
Maryland 24 4 28 
Massachusetts 30 0 30 
Michigan 143 4 147 
Minnesota 12 0 12 
Mississippi 6 0 6 
Missouri 63 6 69 
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Montana 6 0 6 
Nebraska* 6 0 6 
Nevada 53 3 56 
New Hampshire 2 0 2 
New Jersey 56 0 56 
New Mexico 28 0 28 
New York* 35 8 43 
North Carolina 77 1 78 
North Dakota 1 1 2 
Ohio 143 10 153 
Oklahoma* 52 0 52 
Oregon 42 0 42 
Pennsylvania* 108 4 112 
Rhode Island 2 1 3 
South Carolina 44 2 46 
South Dakota 7 0 7 
Tennessee 44 4 48 
Texas 258 41 299 
Utah 15 0 15 
Vermont 0 0 0 
Virginia 57 5 62 
Washington 14 2 16 
West Virginia* 11 0 11 
Wisconsin* 25 0 25 
Wyoming 1 0 1 
Puerto Rico 0 0 0 
Total # Deaths 2,342 130 2,472 
Data includes total deaths within US Correctional and Detention Facilities including all states, DC, and Puerto Rico 
from March 31, 2020 through Feb. 26 2021. This data was collected from the CDC and was reported by the 
Department of Corrections and the Federal Bureau of Prisons at the facility level unless the state is indicated by *, 
which means that there are cumulative state-wide totals (county-wide for DC) from one or more unnamed facilities as 
well as cases and deaths reported from any named facilities. Citation: (https://covid.cdc.gov/covid-data-
tracker/#correctional-facilities). 
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Since the prison itself has been described as being particularly vulnerable to the spread of 
disease, I have decided to compare the incarcerated population to the other population that exists 
in these spaces during the pandemic, i.e. the facility staff, instead of the general U.S. population. 
Due to the nature of these two populations being constantly in flux and the lack of available data 
tracking those numbers, I have opted to calculate the case fatality rate instead of the mortality 
rate for these populations. The table above shows that between March 31, 2020 and February 26, 
2021, out of the total COVID-19 deaths in correctional and detention facilities (N=2,472), 2,342 
were deaths from incarcerated individuals and 130 deaths were from staff. For the reasons 
mentioned above, I have not personally calculated the death rate, however the study conducted 
by Parish et al. (2020) found that the death rate from COVID-19 for people in state and federal 
prisons was 587 per 100,000, which was higher than the death rate for the general population of 
29 deaths per 100,000. They also noted that their study was not perfect, and subsequently 
estimated that the death rate of the incarcerated population would be 3 times higher than 
expected if age and sex distributions of the U.S. general population and incarcerated populations 
were equal (Parish et al. 2020).  
Case Fatality Rates 
In this section, I implement the measure of case fatality rate in order to address the 
question of who, within correctional and detention facilities, was most affected by COVID-19 by 
showing who, of those that tested positive for COVID-19 in correctional and detention facilities 
in the U.S., died of COVID-19.  The measure of case fatality rate is specifically calculated by 
dividing the number of deaths from a specific disease (i.e., in this case COVID-19) over a 
defined period of time (i.e., March 31, 2020 through February 26, 2021) by the number of 
individuals diagnosed with that disease during that same time period.  




COVID-19 Case Fatality Rates within U.S. Correctional and Detention Facilities 
 Incarcerated 
Individuals 
Facility Staff Total Correctional 
and Detention 
Facilities 
Case Fatality Rate 
(COVID-19 deaths divided by 
COVID-19 cases)* 
0.59% 0.15% 0.51% 
 
 
* data includes total cases and deaths within US Correctional and Detention Facilities including all states, DC, 
and Puerto Rico from March 31, 2020 through Feb. 26 2021. Data was collected from the CDC 
(https://covid.cdc.gov/covid-data-tracker/#correctional-facilities) 
 
Case fatality rates were calculated for three specific populations: 1) individuals 
incarcerated in correctional and detention facilities, 2) the staff working within those facilities, 
and 3) the combined population of both incarcerated people and staff. This data, reported by the 
CDC, covers the period of time beginning March 31 2020 until February 26, 2021. For 
incarcerated individuals in prisons, jails, and detention centers in the U.S., 398,204 positive cases 
and 2,342 deaths were reported, and for the staff working in these facilities, 87,104 positive 
cases and 130 deaths were reported over the noted period of time. The combined numbers of 
COVID-19 cases and deaths in the populations of incarcerated people and the staff constitute the 
total number of correctional and detention facility cases and deaths, which has been used as a 
comparison. 






* data includes total cases and deaths within US Correctional and Detention Facilities including all states, DC, 
and Puerto Rico from March 31, 2020 through Feb. 26 2021. Data was collected from the CDC 
(https://covid.cdc.gov/covid-data-tracker/#correctional-facilities) 
 
 The data show that the case fatality rate of correctional and detention facilities across the 
U.S. was 0.51%, meaning that of people incarcerated or working in these facilities in the U.S. 
who tested positive for COVID-19, 0.51% of them died of COVID-19. However, there is 
significant variation between the case fatality rates of the people incarcerated and the staff. For 
incarcerated individuals who tested positive during this time period, 0.59% died of COVID-19. 
O all the staff of these facilities that tested positive, 0.15% died of COVID-19. This shows a 
0.45% difference between the case fatality rate of incarcerated people and facility staff, where 
more incarcerated people who contracted the coronavirus ended up dying from it than facility 
staff. There is also statistically significant variation in case fatality rates by state. The case 
fatality rates vary from 0%, where no COVID-19 deaths were reported (i.e. Maine and Vermont), 
to 16.41% (Missouri), and the highest at 25% (Wyoming). Wyoming is a unique outlier because 
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there is 1 reported death of 4 reported cases. To avoid the data being skewed by outliers, the map 
below displays the state variation in case fatality rates on a color scale where the center is the 
average case fatality rate calculated from all states. 
 
 





COVID-19 Case Fatality Rates for Incarcerated Individuals* 
State     COVID-19 Deaths  COVID-19 Cases  Case Fatality Rate 
Alabama 64 2,067 3.10% 
Alaska 5 2,321 0.22% 
Arizona 65 17,756 0.37% 
Arkansas 2 12,078 0.02% 
California 247 64,551 0.38% 
Colorado 32 10,613 0.30% 
Connecticut 20 4,159 0.48% 
Delaware 1 249 0.40% 
District of Columbia 13 1,961 0.66% 
Florida 217 20,666 1.05% 
Georgia 98 4,167 2.35% 
Hawaii 9 1,915 0.47% 
Idaho 5 4,189 0.12% 
Illinois 2 13,806 0.01% 
Indiana 57 4,729 1.21% 
Iowa 19 4,620 0.41% 
Kansas 16 7,100 0.23% 
Kentucky 60 9,161 0.65% 
Louisiana 45 6,017 0.75% 
Maine 0 160 0.00% 
Maryland 24 5,061 0.47% 
Massachusetts 30 3,498 0.86% 
Michigan 143 25,549 0.56% 
Minnesota 12 5,989 0.20% 
Mississippi 6 2,110 0.28% 
Missouri 63 384 16.41% 
Montana 6 1,152 0.52% 
Nebraska 6 982 0.61% 
Nevada 53 4,669 1.14% 
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New Hampshire 2 500 0.40% 
New Jersey 56 6,755 0.83% 
New Mexico 28 6,275 0.45% 
New York 35 7,585 0.46% 
North Carolina 77 10,792 0.71% 
North Dakota 1 647 0.15% 
Ohio 143 8,091 1.77% 
Oklahoma 52 8,020 0.65% 
Oregon 42 3,613 1.16% 
Pennsylvania 108 14,816 0.73% 
Rhode Island 2 1,190 0.17% 
South Carolina 44 3,787 1.16% 
South Dakota 7 2,504 0.28% 
Tennessee 44 6,991 0.63% 
Texas 258 38,271 0.67% 
Utah 15 3,340 0.45% 
Vermont 0 275 0.00% 
Virginia 57 10,490 0.54% 
Washington 14 6,428 0.22% 
West Virginia 11 4,522 0.24% 
Wisconsin 25 11,567 0.22% 









*This data includes total cases, deaths and case fatality rates within U.S. Correctional and 
Detention Facilities including all states and DC from March 31, 2020 through Feb. 26 2021. 
Data was collected from the CDC (https://covid.cdc.gov/covid-data-tracker/#correctional-
facilities). 
 Potential Years of Life Lost 
The total number of COVID-19 deaths for incarcerated individuals within the time frame 
between March 31, 2020 and February 26, 2021 was 2,342 compared to 130 for staff in these 
facilities. These totals are able to numerically quantify the number of people who were impacted 
   
 
91
by COVID-19 in correctional and detention facilities. The comparison of case fatality rates for 
the staff population and the population of incarcerated individuals exemplifies variation in 
COVID-19 impact on health between the two groups who exist within the prison. It is clear that 
the risk of fatality was higher for people experiencing incarceration than for staff, however death 
counts vastly underestimate the toll that these deaths take on families and communities. They 
also fail to acknowledge the loss of life associated with these deaths. The measure of potential 
years of life lost (YLL)27 allows for an imperfect, but still useful quantification of the loss of life 
that these deaths might represent. This measure requires estimating the average time that a 
person would have lived if they had not died prematurely. More specifically, YLL represents the 
number of years between a person’s age at death and the age that their life expectancy would 
predict (Drucker 2011, 69). The current life expectancy in the U.S. is 78.54, so e.g., a child’s 
death at age ten would suggest a loss of about 68 years of life.  
This measure proved particularly complicated to apply to a group as dynamic as the 
population of people incarcerated in the U.S. To account for the differences between the 
incarcerated population and the general population, the life expectancy of this group was 
estimated at 72 and the age at the time of death was estimated at 36. The age 36 was chosen 
because it is the current median age of all state and federal inmates in the U.S. (Bureau of Justice 
Statistics 2019). This calculation is limited due to the fact that I was unable to find accurate data 
on current U.S. life expectancy collectively based on race, gender, and socio-economic status 
across ages. According to Drucker (2011, 6), socio-economic status is one of the most important 
predictors of any population’s health because it “generally correlates to higher levels of income, 
education, and housing— all factors that confer protection against disease.” The number 72 is 
 
27
 In implementing YLL, I was informed by Ernest Drucker’s (2011) use of the measure in “A Plague of Prisons.” 
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used because 72 is the current U.S. life expectancy at birth for Black men according to the CDC. 
This number is far from a perfect representation of the population of people incarcerated in all 
correctional and detention facilities because it does not account for differences in race, gender, or 
socio-economic status, yet it was chosen because it represents the largest racial group 
incarcerated in the U.S which is Black men. Race and gender provide an adequate representation 
for this measure because, based on the previously discussed study by Geronimus et al. (2006) on 
allostatic load scores, Blackness has a significant impact on health and cannot be separated the 
influence from gender, social or economic adversity, nor political marginalization. 
With these characteristics applied to the population of incarcerated people in correctional 
and detention centers, I estimate that the YLL within this population between March 31, 2020 
and February 26, 2021 to be 84,312. For comparison and a reference for the scale of this loss of 
life, the following table includes the YLL for the 9/11 World Trade Center (WTC) attack in New 
York. This event was used as a comparison for two reasons. This first is that it is a well-known 
event in the U.S. with a large death toll, which allows one to conceptualize the scale of other 
fatal events. The WTC attack has been used as a marker of death tolls throughout the COVID-19 
pandemic in other ways. For example, New York Magazine reported that December 9, 2020 was 
the first time that the U.S. single-day COVID-19 deaths surpassed the number of deaths on 9/11 
(Stieb 2020). 
The second reason that this event was chosen is its historical significance as a public, 
visible, and highly politicized event. There was a clear non-white enemy who was able to be 
generalized as “other,” and there were no physical or stigmatic barriers for the public to bear 
witness to the suffering of those 2,800 victims. The same cannot be said for the 2,342 people 
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Figure 10: Potential Years of Life Lost 
Event  Number of Deaths Potential Years of Life Lost 
COVID-19 Deaths of Incarcerated 
Individuals in Correctional and Detention 
Facilities*  
2,342 84,312 
9/11 World Trade Center Attack 2,800 104,303 
*The data for COVID-19 Deaths in the population of incarcerated individuals only includes deaths reported by the CDC from 
March 31, 2020 through February 26, 2021. It is generally agreed that these deaths are underreported and that the number of 
deaths will continue to increase as the pandemic continues. The data for the WTC attack was calculated by Drucker (2011). 
 
who have so far died from COVID-19 while incarcerated in the U.S., and who, throughout this 
pandemic, have been in an increasing state of isolation out of the public eye. 
The WTC attack is also particularly relevant to COVID-19 in correctional and detention 
facilities due to its significant impact on the penal turn, leading to an increase in surveillance and 
influencing public opinion: “the idea that all criminals should be incapacitated or supervised for 
as long as possible, regardless of cost, became even clearer after 9/11, when terrorism and 
national security supplanted crime as a governing rationale” (Campbell and Schoenfeld 2013, 
1379). The penal trends at the turn of the century have been conceptualized through various 
different terms, e.g., the “new Jim Crow” (Alexander 2010), the “culture of control” (Garland 
2001), “governing through crime” (Simon 2007), and “the prison industrial complex” (Davis 
2003), yet all of these terms are in agreement on several things. The first was that the purpose of 
the prison is incapacitation and retribution. The carceral system showed a clear prioritization of 
controlling, or “warehousing,” the influx of people who were being incarcerated at a higher rate 
with longer sentences in the name of “law and order.” However, it is unclear how much priority 
was put on ensuring the safety, health, and wellbeing of those who were incarcerated. 
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Scholars explaining the penal turn also agree that “tough-on-crime credentials” are a 
political necessity that perpetuate criminalization and that the carceral system has been 
characterized by ideas that a person who is “criminal,” i.e., “other,” is “not worthy of 
redemption” (Campbell and Schoenfeld 2013, 1379). A discussion of whether or not people who 
have committed crimes are “worthy of redemption” is outside the scope of this project. However, 
it is important to consider whether or not people experiencing incarceration have been deemed 
worthy of adequate health care. It is pertinent to this project to consider what protections or 
prevention against risk of infectious disease must be guaranteed to people who have been 
dispossessed of their freedoms, including autonomy over their access to health care, by the state. 
The health of a group of around 2.3 million people in the U.S. is largely under the control of state 
and federal governments, but what is the responsibility of these governments to ensure the health 
and safety of those it has incarcerated?28 
While I am unable to declare a direct correlation as to why, the group-differentiated case 
fatality rates have shown that people incarcerated in the U.S. were more vulnerable to death 
from the coronavirus if they contracted it compared to the people who staffed the facilities. The 
data not only showed the death counts by state within specific populations, but also the group-
differentiated case fatality rates between inmates and staff. The map (Figure X) showed how 
these case fatality rates for incarcerated individuals varied across states in order to provide a 
bigger picture of how people were affected. The above statistics also included an estimated 
calculation of the potential years of life lost due to COVID-19 for incarcerated individuals in 
 
28
 Incarcerated individuals have been given the right to adequate medical care under the Eight Amendment, which 
prohibits “unnecessary and wanton infliction of pain.” However, in order to argue a constitutional claim of 
inadequate medical care, the incarcerated person must show how prison officials treated them with “deliberate 
indifference to serious medical needs'' which requires the prison official knows of and disregards an excessive risk 
of harm to the incarcerated individual (ACLU 2005).  
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correctional and detention facilities. These statistics focused on fatal implications of the 
pandemic, and therefore cannot tell the entire story of how COVID-19 impacted the health of 
incarcerated people. The inequalities in how people were impacted by COVID-19 in correctional 
facilities and the associated health inequities are important to consider even in instances where 
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CHAPTER 6: QUALITATIVE ANALYSIS   
COVID-19 IN VERMONT PRISONS 
 This section focuses specifically on the state of Vermont, which serves as an example of 
a place where no COVID-19 deaths have been reported for incarcerated individuals nor staff.29  
The disproportionate impact of COVID-19 can still be examined in important ways other than 
death counts, case fatality rates, or potential years of life lost. Numbers on their own are unable 
to illustrate an entire event and its associated impact. Therefore, in order to further explore the 
impact of COVID-19 on the health of people experiencing incarceration and others inside prison 
during the pandemic, I implement a series of mixed methods focusing specifically on 
correctional facilities in Vermont. These methods include collecting and analyzing statistical data 
and press releases from the Vermont Department of Corrections, local Vermont news sources, 
and a series of semi-structured in-depth interviews with prison administrators working for 
Vermont’s DOC to look at group-differentiated impacts of COVID-19 within prisons. I will note 
here that I do not disclose the age, race, gender, or rank of interviewees to ensure that their 
identities remain anonymous.  
Previous statistical analysis of country-wide case fatality rates and of the demographic 
breakdown of Vermont’s reported positive COVID-19 cases suggests that while prison staff and 
inmates were particularly vulnerable to contracting the coronavirus, people incarcerated during 
the pandemic were more vulnerable to dying from COVID-19 than staff. The table (Figure 11) 
uses Vermont specific data to show that within the state, Black Vermonters are 
disproportionately represented in the incarcerated population compared to the general state 
 
29
 This is true as of March 3, 2021, but is subject to change due to the ongoing nature of the COVID-19 pandemic. 
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population, meaning that Black Vermonters disproportionately experienced the pandemic inside 
prisons.  
Figure 11: Racial Profile of Vermont and Incarcerated Individuals in Vermont 
 VT General 
Population % 
 In-State Incarcerated 
Individuals (2/25/21) 
 Out-of-State Incarcerated 
Individuals (2/25/21) 










Asian/Pacific Islander 1.9%  6 0.6%  0 0% 
Black 1.4%  104 9.5%  23 12.8% 
White 94.2%  937 86%  151 83.9% 
Other/Unknown* 2%  29 2.7%  1 0.6% 
Total 100%  1090 100%  180 100% 
*Other/Unknown also includes those with 2 or more racial identities. This data was reported by the Vermont DOC as 
being accurate as of 2/25/21. This data was sourced from U.S. Census data and the Vermont DOC COVID-19 
Information page: https://doc.vermont.gov/covid-19-information-page 
Even outside the incarcerated population of Vermonters, there were trends showing racial 
disparities in COVID-19 rates within the state. A report published by the Vermont Department of 
Health shows that Vermonters who are Black, Indigenous, and other people of color (BIPOC) 
were disproportionately impacted by COVID-19. As of October 31, 2020, there were 2,024 
positive COVID-19 cases among Vermont residents and 344 among BIPOC Vermonters. 
According to the report, which was published in December 2020, BIPOC Vermonters made up 
6% of Vermont’s population but 18% of the state’s COVID-19 cases, meaning that nearly 1 in 5 
COVID-19 cases in Vermont were among BIPOC Vermonters. According to the Vermont 
Department of Health, BIPOC Vermonters are also: 
Disproportionately represented in essential frontline jobs that cannot be done at home, 
require closer physical contact with the public, and offer less access to paid sick time. 
They are more likely to be living in multi-generational housing or congregate living 
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spaces and may have less access to personal protective equipment, such as face masks 
and hand sanitizer. Inequities in access to and quality of health care, education, 
employment, housing, mental health, and social support services also contribute to higher 
rates of underlying or chronic medical conditions (Vermont Department of Health 2020). 
In Vermont, a disproportionate number of BIPOC Vermonters contracted COVID-19, 
and the disparity has been consistent during the COVID-19 pandemic (Vermont Department of 
Health 2020). Further, BIPOC Vermonters with COVID-19 had significantly higher rates of 
hospitalization and chronic disease compared to white non-Hispanic Vermonters with COVID-
19. As of December 2020, the hospitalization rate of BIPOC Vermonters with COVID-19 was 
3.2 per 10,000 while the hospitalization of white non-Hispanic Vermonters is 1.9. Also as of 
December 2020, BIPOC Vermonters with COVID-19 have a significantly higher rate of pre-
existing health conditions (19.4 per 10,000) than white non-Hispanic Vermonters with COVID-
19 (12.1 per 10,000). 
Figure 12: Pre-existing Health Conditions for BIPOC Vermonters with COVID-19  
 
Data and charts were first published by the Vermont Department of Health in December 2020: 
https://www.healthvermont.gov/sites/default/files/documents/pdf/COVID-19-among-BIPOC-Data-
Brief.pdf 
 The data above illustrate how social determinants of health differ along racial lines. 
However, race is not the only major factor that at play. Class and gender also have major 
influence over health outcomes. Even before the COVID-19 pandemic, there were significant 
health inequities in Vermont: Not everyone has equal access to the conditions that favor health, 
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and those inequities are exacerbated by systems of oppression, e.g., racism, and also during a 
pandemic. These inequities are further exacerbated under the conditions of incarceration.  
COVID-19 in prisons was a concern for many Vermonters since the start of the 
pandemic, especially for those experiencing incarceration and their families. In April 2020, 
Vermont Public Radio (VPR) reported a number of concerns expressed by incarcerated people in 
Vermont (Corwin 2020a). One incarcerated man calling from Northeast Correctional Complex 
(NECC) said “We have no hand sanitizer. The cleaning supplies they give us has no bleach or 
alcohol in it, so it doesn’t fight or kill the virus.” An incarcerated person at Northwest State 
Correctional Facility (NWSC) said that he used all of his hand soap and then had to wait three 
days for another one. 
The man calling from NECC also expressed other concerns that “There’s a few staff members 
that are coughing all over the place and like they think it’s a joke.” He added: 
The chief of security came down one day last week, I want to say it was Wednesday, and 
said that anybody that exhibits symptoms, they’re going to be brought to segregation… 
People that feel symptoms or have symptoms aren’t going to say anything, because 
nobody wants to be punished for getting sick. 
According to this incarcerated man, being sent to quarantine was akin to punishment because it 
was being sent to “the hole,” i.e., segregation. 
 Not all incarcerated people who spoke with or wrote to VPR expressed the same 
concerns. For example, a woman who was incarcerated at Chittenden Regional Correctional 
Facility said, “The women here are doing a great job cleaning with bleach non-stop to prevent 
the spread… we do have everything we need for the moment,” but she also mentioned “We are 
confused and anxious.” Feelings of confusion and anxiety among incarcerated Vermonters were 
also reported by VPR. Several incarcerated people expressed that they had not received enough 
information about the coronavirus, aside from instructions to stay calm (Corwin 2020b). A man 
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incarcerated at NECC said “They haven’t given us any flyers or information at all.” Another man 
incarcerated at NWSC said that even some prison staff members seemed confused.  
 The COVID-19 pandemic also added extra concerns for children, families, and friends of 
incarcerated Vermonters. Concerns were in part about staff potentially spreading COVID-19 to 
incarcerated individuals and to surrounding communities. On April 13, 2020, VPR spoke with 
Vermont DOC Commissioner, Jim Baker, who said that he encourages staff to follow protocol 
during and outside of work by reminding them that protocol also protects their families and 
communities. VPR also spoke with the mother of an incarcerated person at Northern State 
Correctional Facility in mid-April. According to this woman, her son did not feel like the 
Vermont DOC was giving him enough information. As a mother, this woman was worried about 
the health of her son, who she described as an anxious person with underlying health conditions 
like asthma. She added “He went in on a six-month probation revoke and that was almost three 
years ago… I don’t want him to catch it” (Lindholm et al. 2020). On November 20, 2020, VPR 
spoke with a mother of two teenagers who was incarcerated at CRCF who said: 
It's really hard, not being able to hug my kids. I can't even explain how hard that is, 
honestly. It's one thing to have a video visit, that's great. But it's a totally different thing 
to be able to hug your kids… I always tell my kids, “I miss your little face” (Lindholm 
and Ruby 2020). 
 
This woman stated that she had only been incarcerated at CRCF since June, but that was 
long enough to feel the effects of familial separation. Suspending in-person visitation would 
likely have severe impacts on the women and children involved by disallowing physical touch 
and face-to-face bonding, which would ultimately weaken family ties. Video visitation is 
allowed in Vermont prisons, but incarcerated people have been unable to see their children and 
other loved ones in person for over a year. How does that impact family and social networks? 
What are the resulting health implications? What other changes impacted the experience of 
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Vermont correctional facilities during the COVID-19 pandemic? Again, the interviews with VPR 
discussed above took place in April, 2020, early in the pandemic, but major concerns about how 
COVID-19 is impacting people in prison have been consistent as the pandemic has progressed. 
In August, 2020, VPR spoke with Vermonters incarcerated in Mississippi, who expressed that 
they were not receiving adequate COVID-19 information or care (Elder-Connors 2020). 
According to one incarcerated person who tested positive in Mississippi, “They tell us everything 
we can take for [it]. We’re allowed to order it off commissary…I’m a diabetic and I got this 
virus and they give me nothing to fight it.” These claims were denied by CoreCivic, the company 
that runs to Mississippi facility. 
According to a Vermont DOC administrator interviewed by VPR in August 2020, “For 
anyone to feel like they may have a death sentence is not okay… We’re responsible for these 
inmates and we want to make sure they’re being taken care of” (Elder-Connors 2020). By 
January 2021, the Women’s Justice and Freedom Initiative (WJFI) was still calling for more 
decarceration in order to reduce the use of solitary cells. According to the director of WJFI,  
We’ve got people who are immunocompromised. We have a whole bunch of people that 
are there for lack of bail, lack of housing, past their [minimum], technical violation, so I 
mean we could be moving more people out into the community… And that would 
mitigate having to house people in segregation units (Landen 2021). 
The pandemic response in prisons has included using segregation, i.e., solitary confinement, cells 
for medical isolation and quarantine which has increased mental health concerns.  
In this section, data from a series of six semi-structured interviews with Vermont prison 
staff provide insight into how correctional staff and administrators perceived the pandemic, 
leading to a deeper understanding of how COVID-19 has disproportionately impacted staff and 
incarcerated individuals in Vermont’s jurisdiction. Staff members interviewed have been 
working in the field of corrections for between 20 and 40 years. They chose their career paths for 
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what they claimed to be a mix of altruistic and self-concerned reasons. A few had college 
degrees, but most did not. Most staff members interviewed entered the field of corrections after 
looking at law enforcement positions or after serving in the military. One staff member said they 
chose their job because they wanted “to work with people and help people.” Similarly, another 
wanted “to help people intervene in their behavior and try to improve their life and reconnect 
with the family and positive support.” Another, more specifically, liked working for the DOC 
because it allowed them to influence the life paths of others and they enjoyed “the ability to 
provide that support” for the incarcerated population and staff. Staff also mentioned that 
something they really liked about their jobs was “that team approach, team effort.”  
However, some staff also saw themselves not so far removed from the incarcerated 
population that they have power over. For example, one staff member described their perception 
of incarcerated people with a personal perspective informed by their past: 
We’ve got to realize that they’re people and they’re our neighbors and they’re gonna get 
released to our neighborhoods. And I mean, I don’t know about you in your youth, but in 
mine I have certainly made some choices that could have went in some other directions 
for me, so I realize that people make bad decisions. They’re not here so I can punish 
them. Just being here is the punishment that the state has issued, so I really take it serious 
that if we can get people to a better place, if we can release them a little better than when 
they came in― and it doesn’t stick every time, the percentages say it sticks less than 
we’d like, but― it really should be about us turning out a better product, with a better set 
of decision making skills, a better set of resources, a better understanding of their 
affliction or whatever is going on in their life. 
All staff members interviewed expressed that their job working in Vermont correctional facilities 
entailed more than just ensuring safety for incarcerated people, staff and outside communities. 
One staff member expressed that because correctional facilities are places where incarcerated 
people live, “we basically take care of all their needs, their physical and hopefully emotional 
needs.” While there is variation between Vermont correctional facilities, every one of them 
underwent significant changes and had even more responsibility for the physical and emotional 
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needs of people during the COVID-19 pandemic. This section will provide context to how 
Vermont prisons responded to the pandemic, how protocol was enforced, and how incarcerated 
people and staff were physically and emotionally impacted by changes made inside facilities.  
Speaking with staff about their experiences inside prisons during the pandemic 
illuminates how prisons were impacted by the pandemic and ultimately how people inside 
prisons during the pandemic were impacted. These interviews were conducted with prison staff, 
and therefore it is important to emphasize that these are “expert interviews” only insofar as 
prison staff are experts on their experience working inside correctional facilities during the 
pandemic. These interview participants do not offer expertise on the experience of incarcerated 
people, but they do provide significant insight on how staff perceive the prison and how the 
prison functioned during the pandemic. These perspectives show how the pandemic has 
impacted prison operations, and further how it has impacted mobilities, differential exclusion, 
and ideas about safety within the prison. This discussion will ultimately inform a deeper 
understanding of the physical and mental health impacts of prison during the COVID-19 
pandemic. 
Describing Vermont Prisons  
The Vermont Department of Corrections operates six separate prisons throughout the 
state: Chittenden Regional Correctional Facility (CRCF) in South Burlington, Marble Valley 
Regional Correctional Facility (MVRCF) in Rutland, Northeast Correctional Complex (NECC) 
in St. Johnsbury, Northern State Correctional Facility (NSCF) in Newport, Northwest State 
Correctional Facility (NWSCF) in Swanton, and Southern State Correctional Facility (SSCF) in 
Springfield. There are drastic differences between the six in-state facilities both in normal 
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operations and in COVID-19 operations, yet something unique ties them together and 
differentiates them from prisons in most other states: the unified correctional system. 
A correctional facility in Vermont is very unique, and it's unique because of our unified 
system, because we don't have a county system. We don't have a county lockup. We don't 
have a separation between detained inmates and sentenced inmates. So corrections is all, 
corrections in Vermont is an all-encompassing facility. So what you're going to see is a 
detained population and a sentenced population residing together, receiving similar 
services, similar living units, similar response to casework, release planning, intake 
planning, educational services that are available. 
The unified system impacts who is incarcerated in Vermont facilities. It means that there is no 
distinction between prison and jails, so both sentenced and unsentenced, i.e. detained, 
populations are held together in the same prison facilities with the same status and services. 
There are only five other states in the U.S. with a unified prison system: Alaska, Connecticut, 
Delaware, Hawaii, and Rhode Island. The Vermont Department of Corrections is a unified 
system within the state, however Vermonters are also incarcerated out of state. In addition to the 
six facilities spread across the state of Vermont, people under Vermont’s jurisdiction are 
currently incarcerated at Tallahatchie County Correctional Facility in Tutwiler, Mississippi 
through a contractor called Core Civic (Keays 2019). During the COVID-19 pandemic, this 
unified system made the pandemic response more difficult because, as one staff member said, 
“[the unified system] results in a lot of movement of our population for court dates or program 
requirements, medical appointments.” 
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The unified system ties at least the in-state facilities together, however, after speaking 
with prison staff, it became clear that Vermont correctional facilities are each unique in their own 
way. A correctional staff member described Vermont facilities generally as being made of 
housing space (e.g., seven separate units made of a combination of general population, 
segregation, and lockdown units), other living space (e.g., kitchen, dining hall, laundry room, 
day rooms), and additional spaces (e.g., education room, the gym, outside recreational space). 
However, some facilities have special characteristics, e.g., one facility has several correctional 
industry shops that each employ 30-35 inmates. There is a woodworking shop and a printing 
press, where people make town reports and such.  
Since the start of the COVID-19 pandemic, this particular facility has started using their 
sign shop to make road signs with information about COVID-19. A staff member stated that 
“They've made the new COVID signs that you may have seen that are posted up around about 
quarantine and stuff like that if you're coming to Vermont. This facility and the inmates here 
have made them signs as well.” While one facility is having incarcerated people make COVID-
19 informational road signs, in another prison, incarcerated Vermonters are making masks that 
are distributed to other Vermont correctional facilities. A staff member described this by saying 
“They got sewing machines set up down in our correctional industries, and we have 15 to 16 
inmates that are making masks every day. So they're making masks out of sheets and they're 
double layered triple layered. They have elastic on them and everything.” In another facility, 
incarcerated people are making gowns out of trash bags. The operations of Vermont prisons have 
drastically changed far beyond the products that incarcerated people are producing, but I will 
discuss these major changes to prison operations during the COVID-19 pandemic in a following 
section about movement and separation.  
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In response to being asked to describe a Vermont prison as if talking to someone who had 
never heard of one, a number of prison staff opted to compare the institution of the prison to that 
of a school, whether that be elementary school or a college campus. 
Visually we're just a lot of brick and mortar. It reminds me sometimes of my grade 
school, you know, it's built kind of the same way: tall, square cinder block and an 
industrial kind of white and grey paint and that's what I mean about the whole grade 
school kind of thing. As far as structure, all facilities are different so it's hard to say 
‘we're laid out this way’ because that's not true of any other facilities, or the only two that 
are even close to kind of the same I think are St. Johnsbury and Marble Valley at this 
point. Other than that we've all been built with different phases over time and we just 
look different. 
The physical housing spaces of the prison were also compared to a dorm-style environment by 
one staff member. 
Some of our inmate cells here are dry cells so they have community bathrooms like a 
dorm would, so you might have a community bathroom that you use with other people. 
We have 200 beds that are like that, and then we have some that are secure, and they have 
their wet cells. They have toilets and stuff and sinks in the cell with them. That's where 
we secure our, our ‘behavior problems' actually live in those. We put the better well-
behaved inmates in them dry cells, so you don't have that, you know. It's a little bit 
cleaner environment for them to live in.  
Another prison employee described the prison they work in by referencing the University of 
Vermont, saying that if you enter the prison “you're going to see it's going to look just like a 
campus, like a college campus.” The facility has several housing buildings, including a building 
with a school and a gym “pretty much as big as UVMs gym, just doesn’t have the seating.” The 
staff member continued: 
And we have the industrial buildings that are separate so it's just kind of like a horseshoe 
type campus style environment where when you go through a door they lock behind you.  
That's the only difference as far as being in the community is the doors locked behind 
you in some spots.  
While not every staff member that I spoke with said this as explicitly, there were similar 
sentiments expressed, including an emphasis on misconceptions of the prison. 
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The first discussion I have when new people come in is that, you know, we're not what  
you see on TV. It's not bars everywhere, it's not people getting stabbed and you know 
assaulted, sexually assaulted. I mean, those things, they do occur in the system, of course 
they occur, it's kind of the nature of the business, but it's pretty rare for those things to 
occur in Vermont. We're really a dorm-style kind of a facility, most of our facilities are, 
so by that I mean there's no, there are regular doors, not bars on the doors, but they're still 
doors that secure. 
Another prison staff member also expressed that people experiencing incarceration during the 
pandemic are having similar experiences as those outside in the community: “people are just 
getting tired [of COVID protocol] and it's no different than those of us out in the community, 
you know, it's just, it's getting old.” In the following sections, I will explore how the COVID-19 
pandemic impacted prison operations according to prison staff and I will further explore how the 
pandemic was different for prison staff and people experiencing incarceration.  
When the Pandemic Hit 
 Prison staff and administrators are in a unique position during the COVID-19 pandemic. 
They have the responsibility not only to keep themselves safe from COVID-19, but also to keep 
groups of people with nearly no autonomy over their movement or daily activities safe from 
COVID-19. One prison staff described their job and responsibilities to me as overseeing all 
operations within the building, including security, casework, medical and mental health,  
education and work programs. Another staff member grouped the prison operations into 
casework, education, security, building maintenance (e.g., fencing) and “of course budgetary, 
that's a big thing that creeps in every day. And also our communication with the community.”  
 Vermont prison staff and administrators knew that the pandemic was coming and began 
to prepare for and fear what was to come. At the time when Vermont correctional facilities still 
had no reported cases, the Vermont DOC was planning how it would approach a COVID-19 
response.  
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At that point, we didn't have any outbreaks. Looking at what was going on the West 
Coast with cruise ships and saying basically, we're going to have to manage six cruise 
ships looking at our prisons. So that's how we approached it. And then, the local 
emergency responders set up a medical surge unit in St Johnsbury. We utilized their chief 
of the fire department in Saint Johnsbury who had been on a response team to a cruise 
ship in California, and actually, he said that our protocols were actually much stronger 
than anything he had seen on the West Coast at that point, it was early April. 
Not long after, a Vermont prison had its first outbreak in St. Albans. The reality set in for people 
working in prisons accompanied by tangible fears of anyone working or incarcerated inside the 
prison getting sick or dying from the coronavirus. 
When we first got the outbreak in St Albans. That was tough because it was so new and 
there were so many unknown entities of covid. Nobody really knew what it was, we still 
don’t really know right, and late April early May to have 18 staff and 40 something 
inmates positive for covid and just thinking Holy shit, this rests on my shoulders and I’m 
responsible and What if a staff member dies on my watch? and What if an inmate dies? I 
mean, What if anybody dies? and it’s like I don’t know how I would deal with that. I 
think about that a lot: What if a staff member dies? 
This fear of the pandemic affecting prisons was compounded at the early stages of the pandemic 
with many unknowns. As mentioned above, there were many unknowns about the virus itself.  
At the onset of the pandemic, there were no protocols developed specifically for 
correctional facilities yet, so staff used other guidance created for vulnerable populations. One 
prison staff member explained that: 
When we first started, we started with guidance for long term care facilities from the 
CDC because there were no prison guidelines. Eventually the CDC did come out, I think 
it was late April early May, they came out with guidelines for prison and jail settings.  
The protocol put out by the Vermont Department of Corrections began as a relatively short 
document informed by recommendations from the CDC and the Vermont Department of Health 
(VDH), however, since its inception, this document has become longer and longer. In its 
development, the document has instilled comfort in some staff by providing information on how 
to respond to the pandemic, yet for other staff, the document has become so long that staying up 
to date with each detail has become an impossible expectation.  
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While the DOC protocol has become quite long since it was first created, its sheer 
existence has been a sort of comfort for DOC staff. One staff member described how they felt 
about having the document at their disposal.  
I'm a person that has some medical issues, so I was like, Oh my goodness, am I going to 
make it through this? You know, it was very comforting. The protocol and the guidance 
documents that they have put together with the information from the CDC and VDH 
really gave us a playbook, so to speak… it went from a document of, I don't know, I can't 
remember if this is the right number of pages but say 20 something pages to a document 
and right now it's over 100. But, you know, the information is there, and a lot of our 
questions are answered through that document. So you kind of feel comforted that any 
type of changes you need to make or information that you need, it's right at our fingertips. 
Other staff members touched on the reality that memorizing and flipping through such a long 
document and implementing those changes on a daily basis was difficult, especially considering 
this was in addition to their normal responsibilities. As one prison staff member said, “ … it's up 
to like 100 and something pages. There's a lot of stuff in there. You're talking about 1,000 little 
details. I'm exaggerating, but there's just piles of them so we'll never speak to all of them, but I 
think we certainly try to, well, we do enforce social distancing and mask wearing.”  
Another staff member explained the dynamic nature of this document, resulting from the 
dynamic nature of the pandemic. While staff who were interviewed seemed sincerely 
appreciative of the guidance put together for their use, there was still some criticism. 
Central office did a good job of coming up with protocols for people to follow, but I don't 
think anyone really understands what it's like to actually work in the facility, because 
most of these people are working at home and coming up with these protocols or even 
doing contact tracing and I don't think they really realize what it's actually like to be, I 
guess, boots on the ground type thing. So I think they're too far removed from it. I mean, 
they did a good job with creating them, and it's just a bunch of other stuff that keeps 
coming up. They just keep throwing stuff on our plates. And they expect the same, you 
know, expect us to also complete everything else on top of it. So it's been, it's a lot of 
extra work and no extra pay. 
According to this prison staff member, the document is useful, however all prison staff 
interviewed expressed that they had to adapt the protocol to their specific facility. As one staff 
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member explained “the protocols were definitely helpful but didn't fit every facility so we had to 
make some modifications.” The document also serves as a physical representation of the extra 
work, responsibility, and risk that has been added to the jobs of prison staff during a pandemic, 
which translates into even more risk for incarcerated people. 
Preparation and Preparedness  
 According to one prison staff member, everyone knew that the virus was coming from 
the news and from the central office beginning to organize and create the protocol. The staff 
member felt prepared for the pandemic: “Like I said to my partner, I was more worried about 
going out to the local grocery store than coming into work. That's how safe and comfortable I 
was with everything that we were putting in place.” Although ultimately, when the COVID-19 
pandemic reached Vermont prisons, no one in corrections was completely prepared and, 
therefore, no one knew exactly what to expect nor what would be expected of them.  
One prison staff member mentioned that “Two years ago, if we had a flu, if we had three 
people with the flu in a facility, we were scrambling.” Since March, the confidence staff have in 
their ability to handle sickness inside correctional facilities has dramatically increased. In the 
words of one staff member: 
March of 2020 I did not feel prepared at all. We were like scrambling for weeks and then 
probably months we were scrambling. May, June I think we finally had a good idea of 
what we were doing, and now it's just second nature. When we first started testing all of 
our facilities we were like, ‘There's no way, we can't do it.’ Now we're doing it every 
day. So we were gonna test staff, we're like, ‘No, we can't do it.’ We did it. We said we're 
gonna go to a biweekly testing of all staff and facilities, it was like, ‘There's no way we 
can do that.’ We're doing it. 
 
Another staff member expressed similar sentiments of increased confidence for future health 
crises while touching on the global nature of the pandemic. The fact that the spread of contagion 
   
 
113
and the consequences of the pandemic were not isolated to the prison added another layer of 
difficulty for prison response.  
The first thing I learned out of the gate was no matter how prepared we thought we were, 
we weren't prepared. So I'm now prepared for six or seven more pandemics. And by that 
I mean, you know, we keep a certain level of hand sanitizer and gloves and those things 
in the building. So the upfront lesson to me was, we used to plan for pandemics like we 
were going to get an infection in here, but we did not plan for the whole world having a 
virus and our supply lines are cut off… We plan to have the flu come through, and we 
have plenty of hand sanitizer and stuff for the building, but now all of a sudden the whole 
world's got the flu and we can't get hand sanitizer or masks or gloves.  
In the eyes of the prison staff who were interviewed, preparing for future pandemics mainly 
involved being well stocked with resources like hand sanitizer, masks, and gloves. One staff 
member said “I'm already kind of stockpiling for future use, stuff that's not going to expire. I 
need enough to at least cover 90 days of virus with no supplies coming in.” Another staff 
member explained that preparing for any future health crisis should involve “having some type 
of emergency response kit available for something like this to have like a 30-day supply, you 
know, like they do for the military.”  
These thoughts about future preparedness come as a result of the fact that resources— 
especially hand sanitizer, masks, and gloves— were difficult to get during the COVID-19 
pandemic. One staff member described the experience with difficulties getting enough hand 
sanitizer near the beginning of the pandemic. 
[Hand sanitizer] was gone. I mean, in an instant it was gone, and correctional facilities 
are not always, I mean we're very clean at this point, because we've been cleaning, but 
inmates are not always the most cleanly, you know, gentlemen. So it's just a different 
environment, you know, so that was a big deal, getting in sanitizer and then trying to 
implement—. We found hand sanitizer but it was alcohol based and then trying to find a 
way to make it available for inmates but not make it available so they could— because 
we did have an instance where they drank some. 
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Not being able to get enough hand sanitizer was a big deal, and acquiring it was particularly 
difficult for prison staff because correctional facilities tried to get non-alcohol-based hand 
sanitizer. That same staff member explained that experience further: 
We were trying to figure that balance, you know, and make sure [incarcerated people] 
have what they need to be safe, and then to make sure officers are safe as well…different 
distilleries actually started making hand sanitizer here in Vermont, so we actually ended 
up getting a supply of stuff that's pretty potent. You wouldn't want to leave it down there 
with a bunch of, with five or six, inmates. So we had to figure out a way to dispense it 
‘cause it smells just like gin.  
By April 2020, a number of different Vermont distilleries were making hand sanitizer (Think 
Vermont 2020), some of which was acquired by Vermont prisons looking to maintain an 
adequate supply. SILO Distillery in Windsor, which makes vodka and gin, was one of those 
Vermont distilleries that ended up supplying some hand sanitizer to prisons (Corwin 2020c).  
 Ultimately, none of the prison staff interviewed expected the pandemic to unfold the way 
it did. One staff member explained that they had never gone through an emergency comparable 
to this one. Smaller scale emergencies, e.g., suicide attempts, happened sometimes, but nothing 
at this scale. The staff member explained that there was “never a tabletop drill of something like 
this happening.” The staff member continued by saying “I don't think anybody thought that this 
would go on as long as it has, and I think we're in for a lot longer than what people still think.” 
 A year prior, no one could have predicted how the COVID-19 pandemic would unfold. 
Nevertheless, the pandemic began and prisons throughout the country and across the world had 
to respond to the pandemic. While some did this better than others, that comparison is beyond 
the scope of this project. Pertinent to this project, however, is acknowledging what is unique 
about Vermont prisons and how prison staff and incarcerated Vermonters were impacted by the 
pandemic in prisons. This is just one example of challenges faced and changes made by Vermont 
correctional facilities during the COVID-19 pandemic. Resources became at least slightly easier 
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to get as time went on, although some more fundamental challenges and fears remain. There is 
fear of unknown features of the virus and of how the pandemic will continue to unfold in 
Vermont— and specifically in Vermont prisons. This fear along with COVID-19 safety protocol 
severely impacted the daily operations of prisons and the daily experiences of people inside 
them. This impact is largely a result of the changes in movement, surveillance, and isolation 
within the prison. 
Protocol Enforcement and “Covid Exhaustion” 
 Prison staff who were interviewed had a variety of experiences and observations 
regarding protocol compliance and enforcement, although a common experience that prison staff 
explained in interviews was something referred to by one staff member as “covid exhaustion.” 
This idea touches on the fact that a year into the pandemic, people are becoming tired of 
following COVID-19 safety measures. In the words of one staff member, “It just wears on, 
everybody, I think, emotionally.” Much has changed during the pandemic and prison staff had to 
determine how to handle the virus and try to keep staff and incarcerated people safe. For most 
staff who were interviewed, this involved keeping inventory of things like masks and hand 
sanitizer.  
The changes also came with a slew of new training sessions designed to ensure that all 
staff knew how to properly follow and enforce the new protocol. According to one staff member, 
“That was a big thing to get on board with because we had to have several trainings. There is a 
proper way to don your PPE, and there's a proper way to doff, so we had to make sure we felt 
confident that all staff knew how to do that.” Another staff member shared an experience of 
other staff questioning the validity of COVID-19 concerns.  
I remember walking in the staff lounge and one guy [staff member] said you know “Do 
you really believe that there is a virus?” Um, and I thought, part of me was like, because, 
I don't know, maybe I take things too much, but I'm like “Oh my god are you serious?” 
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We talked about it and I got a little bit of an insight, where he was going, but I will tell 
you he's a stand up guy, because even though he had those thoughts, he's worn his mask 
appropriately, gown buttoned… and that's what we've discussed a lot through roll calls 
and supervisors and just in our conversations with each other is “Look, I understand 
there's different thoughts about this virus, you know, it's okay to have them, but when we 
walk in those doors, it's, you know, you gotta do your job.” And yeah, it was very few but 
there's a few like “I don't even know this is really coming” or “I think it's just like the flu, 
people just getting so uptight about it,” but everybody kind of held together, you know, 
we were able to have those conversations and kind of laugh at each other, but at the same 
time, if there's something you need to do, people were gowning up, putting on their eye 
protection. 
This staff member did not perceive disagreements over whether or not COVID-19 was real to be 
a safety risk as long as staff followed safety protocol. Another staff member noted that there 
were not any issues with staff compliance, however this staff member later explained how a 
hypothetical situation would play out if an incarcerated person failed to comply. 
For instance, if an inmate didn't follow the proper PPE, then they would be placed in 
isolation, I mean, in quarantine… and if they weren't following them [COVID-19 
protocol] in that quarantine, then we would place them in a place where they couldn't 
come out of their cell. They would be locked because it's pretty much a safety risk for not 
only them, but for others that are living in that environment and the staff as well. So we 
would have to place them in a locked, a place where they couldn't come out of the cell. 
Another staff member explained that mask-wearing protocol has not always been met with 
complete compliance. As mentioned above, the failure of incarcerated people to comply with 
protocol can come with real consequences. 
 We have had some inmates that just come out of the cell without their mask and we say, 
that “You got to put your mask on.” “No, I'm not doing it. I'm sick of it, I'm not doing it.” 
Those folks ended up going, being brought to quarantine where they will stay until they 
learn to wear their mask. And it's not necessarily to be mean, but you got to keep 
everybody safe, right?  
This staff member suggested that quarantine is used in instances like this as a punishment for 
lack of compliance with COVID-19 protocol, but the staff member also acknowledged that 
compliance with the protocol is more difficult for people who are incarcerated compared to staff 
who have the freedom to enter and exit the prison. 
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… and usually it's just a little, I guess, I don't know what the catchphrase is now, a little 
“Covid exhaustion” or whatever the word is. You know, people are just getting tired and 
it's not different than those of us out in the community, it's just, it's getting old. So in here, 
[being incarcerated in prison] it's a little tougher because you know you can be in your 
house without a mask, get in your car without a mask, but these guys, if they leave their 
room, they've got to have a mask, and it gets old for them and I do get it, but we try not to 
be mean about it, we just got to ensure people's safety. We do find that the inmates hold 
each other accountable, as well and the staff is the same. I mean nobody wants that in 
here and it is difficult for everybody, staff and inmates alike, when we have a hot case. 
Not all staff members noted issues with enforcing social distancing in either the staff or 
incarcerated population.  
We've not had too many problems with social distancing, you know, I think the inmates 
are as concerned about it, and listen, they're human beings and most of them are adults or 
some semblance thereof, but they're as concerned as we are. 
Another staff member expressed that both staff and incarcerated people did their part to keep the 
facilities clean: “[Incarcerated people and staff] all helped to enforce the protocol to make sure 
that everyone's is safe.” This perceived success of following protocol was attributed to 
compliance by incarcerated people by some staff members interviewed, but to others, the success 
we attributed to increased surveillance of other staff and of incarcerated people by staff.  
For example, one member explained the increase in surveillance of incarcerated people in 
the facility they work in. 
Supervisors have requirements to walk in the unit a couple times a shift. They also double 
check camera systems when, you know, we have 122 cameras in the building, so they 
monitor those constantly to make sure staff aren't violating the distancing and the masks 
and the inmates, and I also have a supervisor that I made it his duty to only deal with, 
with coronavirus-related things… He is tasked with observing med lines. He's tasked 
with observing feeding in the units, anything you can think of, just to make sure we're in 
compliance, and then to address staff that are not in compliance and address inmates. So 
we've just built a number of layers of supervision and oversight and it makes sure we're 
being responsive when we see issues and not letting things go because once that happens 
you start to slide, you know. Complacency is the enemy. 
As previously mentioned, staff expressed that most people inside prisons adhered to the COVID-
19 safety protocols. However, not all prison staff interviewed noted that punitive actions, e.g., 
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being placed in isolation, were taken against incarcerated people who were unable to follow all 
protocol.  
People were willing to comply. That's not to say we haven't had some struggles, social 
distancing is always a struggle, you know, the units are huge. So even if a couple people 
are waiting in line for the microwave, sometimes you violate that six foot rule. So we 
gotta get out there and kind of remind them of “You need to step back” and that's been a 
challenging one, but not because of people's willingness more just because we're 
cohorted.  
Generally, prison staff who were interviewed expressed that, for the most part, both staff and 
incarcerated people were compliant with the safety protocol even though failure to comply had 
very different consequences for incarcerated people compared to prison staff. Nevertheless, all 
kinds of movement and interaction were considered risky behavior inside a prison during the 
COVID-19 pandemic. 
Movement and Separation  
When asked to describe the physical or operational workings of prison, correctional staff 
were in clear agreement that the most important thing for managing a prison is controlling 
movement of the incarcerated population.  
The thing about prison is it's just really about movement. Well, it's about security and 
about movement, so we control the movement: How many people go where? And when 
do they go? And we track them on one end and make sure they arrive on the other. So it's 
a very structured kind of environment. We tell you when breakfast is, we tell you when 
medications are, we tell you when education is, and we give you windows to move there. 
So if education starts at 9:00, we're gonna call it at 9:00. At 9:10, no more movement. If 
you missed a window, tough. You don't go.  
This explanation of controlling movement within the prison is true pre-pandemic and during the 
pandemic, except movement during the pandemic is even more controlled. Movement is 
controlled within the prison (e.g., through quarantine, medical isolation, or administrative 
segregation), between prisons (e.g., through transfers), and between prison and the outside 
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community (e.g., through lockdowns, intakes, or releases). These operations have all been 
drastically impacted since the start of the pandemic.  
One staff member described the process of entering a Vermont correctional facility 
during the COVID-19 pandemic:  
On a normal day if someone was to walk in here right now during COVID, you'd come to 
the front door. If you didn't have a mask, you'd be asked to put a mask on or we would 
give you a mask. Then you'd go through a screening process that would entail asking you 
a bunch of COVID-19 questions: fever, fatigue, shortness of breath coughing, all that 
stuff, you know, that they would ask relating to COVID. And there's a form that you 
would fill out, and then your temperature would be taken and that is recorded on that 
form. And that's mostly what we do, we don't do that for staff every day, but any visitor, 
and right now we only allow visitors for life safety issues or mechanical repairs. 
As a result of the pandemic, in-person visitation and volunteer programs have been stopped for 
over a year, barring incarcerated people from interacting face-to-face with family, friends, and 
others in the community i.e., anyone outside of the prison. One prison staff member explained “a 
lot of them, they haven't seen their kids in almost a year.” In Vermont’s women's prison, a 
program called Kids-A-Part has helped arrange video conferences and parent teacher 
conferences for example, but “[increased video visitation] is very different and not so easy 
because there's not, we don't have a lot of computer setup.” The changes implemented during the 
pandemic have separated incarcerated Vermonters from family and friends outside the prison in 
more ways than one since the facilities have entered a state of modified lockdown in March of 
2020.  
Lockdown 
On March 13, 2020 Vermont Governor Phil Scott declared a state of emergency in 
response to the COVID-19 pandemic and ordered initial mitigation provisions intended to slow 
the spread of contagion and maintain public health. The first three listed orders called for the 
protection of some of Vermont’s most vulnerable populations, e.g., nursing homes, assisted 
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living residences, residential care homes, and therapeutic community residences. In this 
executive order, Governor Scott urged Vermonters to: 
Take steps to control outbreaks of COVID-19, particularly among those who are elderly 
or already have underlying chronic health conditions, to minimize the risk to the public, 
maintain the health and safety of Vermonters, and limit the spread of infection in our 
communities and within our healthcare facilities; and… come together as we have before 
in a crisis, to do our part to protect the very ill and elderly by preventing and slowing the 
spread of this virus and ensure those who experience the most severe symptoms have 
access to the care they need (Scott 2021). 
Among other things, Gov. Scott’s executive order called for visitation to be suspended in nursing 
homes and other residential facilities. However, nowhere in the order were prison, jail, or 
correctional facilities mentioned.  
The executive order was a call for action to protect the most vulnerable people in 
Vermont and to mitigate risk for people in vulnerable places in Vermont, yet the governor did 
not explicitly include incarcerated Vermonters in this message. Nevertheless, on March 13, 2020 
the Vermont Department of Corrections suspended all in-person visitation and volunteer 
services. As one staff member described: 
The first thing we did was shut down all of the inmate visitation from the outside as well 
as our volunteer programs, education programs, risk reduction programs. Anything that 
had a face-to-face component to it, we eliminated. And it wasn't an easy decision because 
we know that those are all the things that the population depends on for some semblance 
of sanity while being locked up in a correctional facility. 
At this time, GTL, the video visitation provider for the DOC offered one free video visitation per 
week for each incarcerated person starting March 14 and the DOC stated that “enhanced” 
recreational opportunities would be provided to inmates.30 Prison administrators said that they 
have attempted to take care of the physical and emotional needs of the incarcerated people 
 
30
Vermont suspended all in-person visitation for the six in-state correctional facilities, but this did not apply to the 
incarcerated Vermonters in Mississippi (Vermont Department of Corrections 2020e). 
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during the pandemic by, e.g., ordering pizza for the incarcerated population, making brownie 
sundaes, distributing coloring books, or organizing movie nights. According to one staff 
member: 
We started developing, what we called the quarantine welcoming package, which 
included coloring books and colored pencils and crossword puzzles and word search 
puzzles and jigsaw puzzles and anything that we could provide that allowed for the 
population that was going into isolation or quarantine to be able to occupy their time. 
That was met with a very good response from the inmate population and from our mental 
health providers, we also did increase our mental health response in those units. That 
[mental health and medical units] was not an easy place for anybody to be working. We 
had some little blocks along the way trying to implement that because we had medical 
staff and mental health staff that didn't want to go into quarantine and isolation as a 
concern for their safety. 
 
The small adaptations seemed to be developed in good will but could not make up for all of the 
major changes that resulted in further isolation of incarcerated people. Staff seemed concerned 
about the mental health of the incarcerated population due to increased isolation and loneliness, 
yet staff interviewed also expressed concern that the medical and mental health staff did not want 
to go into the units that housed the incarcerated people who likely needed them most. 
 Pre-pandemic, Vermont facilities had a lot of volunteers coming in from the community. 
One prison staff member explained that the facility they work in would have special 
programming, whether that be education, concerts, music lessons, religious group meetings, NA 
meetings, or recovery group counseling. According to the staff member “We're not allowing any 
of that, so that's not good. I mean, it's sad really. I guess it's lonelier than it used to be.” 
Aside from lockdowns, the use of other forms of isolation have further separated 
incarcerated populations from each other and from the rest of the world. In Vermont, prisons 
have been in modified lockdown for nearly a year, meaning that incarcerated people have been 
unable to see their families, friends, or volunteers face-to-face for over a year.  
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We've been kind of in a modified [lockdown] now for a long time, which means they are 
moving sometimes. They get to go out to work, they get to go out to the med lines and 
they get their meds at the Health Center instead of in their cells. Meals we're still 
shipping to them just because the dining room is such a, it's just too, I don't know how to 
say this, it's just such a space where people are mixing and touching and all kinds of 
surfaces that it just doubles the risk. 
However, Vermont prisons have been switching in and out of full lockdowns throughout the 
pandemic.  
When you're in full lockdown, the inmates are in their cells, they don't come out unless 
we escort them in PPE and they do what they need to do, but we try to bring everything 
to the units when they're in full lockdown, meds and meals and, you know, whatever.  
In modified lockdowns, incarcerated people are able to move around in small groups, but 
according to another staff member, “When you're in a full lockdown, everybody's locked down. 
You don't come out. You're in your cell and you're eating by yourself and, and you're not coming 
out at all.” Modified lockdown has been the default, but whenever a positive COVID-19 test is 
received by anyone who enters or resides in the prison, the facility is put on a full lockdown.  
COVID-19 on the Inside 
Any new cases of COVID-19 in prison are coming inside from a staff member or from an 
intake, although the latter is much less likely for a number of reasons, e.g., staff cycle in and out 
of the prison on a daily basis and new intakes are required to complete a 14-day intake 
quarantine upon arrival at a new facility. As one staff member explained: 
… truly [prison is] the safest place to be if you think about it, because you [staff] are the 
only person bringing COVID here. You know, if you take care of yourself, and the 
inmates are tested on a regular basis, they're not going to, you know, they're not going to 
get sick or anything. I mean, ultimately, if it comes into a correctional facility, it's coming 
in because they [staff] brought it in here, most likely, or a new intake or something or 
someone new coming to the system. 
A number of Vermont Department of Corrections press releases put out between June 11, 
2020 and March 2, 2021 show some ways that positive tests for staff members impacted 
incarcerated people. For example, on October 22, 2020 the Vermont DOC put out a press release 
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stating that a staff member tested positive for COVID-19 at Northeast Correctional Complex 
(NECC) (Department of Corrections 2020a). Some resulting consequences, which the press 
release stated were determined by the DOC and VDH, included a switch of the facility into full 
lockdown, all intakes being diverted from NECC, and any inmates transferred from NECC had 
to follow quarantine protocol upon arrival at the next facility.  
Nearly a week later, another staff member tested positive, extending the full lockdown 
and other restrictions. By October 28, 24 staff members had tested positive for COVID-19, but 
that number reached 32 by December 29, 2020, when two staff members at Northwest State 
Correctional Facility in St. Albans tested positive (Department of Corrections 2020b). Again, as 
a result of the positive staff members, among other consequences, the facility went into full 
lockdown and no inmates were allowed to be transferred from NWSCF until negative test results 
were received. On January 25, 2021, another press release reported 8 new COVID-19 cases in 
Vermont DOC staff. The two facilities where staff were positive, i.e. CRCF and SSCF, were 
placed on full lockdown. By January 25, 2020 a total of 50 staff members and 244 incarcerated 
individuals had tested positive for COVID-19 since March 2020 (Department of Corrections 
2021).  
While it was more likely for incarcerated people to contract coronavirus from staff, that 
was not always the case. In August 2020, the state of Vermont was holding 219 inmates in a 
private prison in Tutwiler, Mississippi. In a press release from August 2, the Vermont 
Department of Corrections reported that 85 of those inmates tested positive for COVID-19 
(Department of Corrections 2020c). Just three days later, the number of positive cases rose to 
176, meaning that 80% of Vermont inmates in Mississippi tested positive for COVID-19. On 
July 28, 2020, six people had been transferred from Mississippi to the Marble Valley facility in 
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Vermont and, as a result, a third incarcerated person and two staff members ended up catching 
COVID-19 (Department of Corrections 2020d). The July 30, 2020 DOC press release that 
reported this also quoted Interim Commissioner Jim Baker who said “What we know is our 
efforts have effectively eliminated the presence of COVID inside Vermont facilities, and if the 
virus enters it will be from outside our walls.” Since July, more staff and incarcerated people 
have tested positive for COVID-19 in-state and in the Mississippi facility. When staff test 
positive, they are sent home to quarantine and can only return to work after receiving a negative 
test. The same cannot be said for incarcerated people, for whom contracting symptoms, a 
positive COVID-19 test result, or failing to comply with COVID-19 protocol could result in an 
increased state of confinement inside the facility.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                       
States of Confinement: Quarantine, Isolation, and Segregation 
 Isolation, quarantine, close custody, and segregation were among the terms used by 
prison staff to describe the various kinds of confinement within the prison during the COVID-19 
pandemic. These terms denote various states of confinement with various described purposes. 
Prison staff were able to differentiate between their purposes and what they looked like in 
practice, however the descriptions they provided have overlapping characteristics. 
Staff members explained that if anyone incarcerated becomes symptomatic, they are sent 
to isolation. According to one staff member, “They'll be put in there pending a COVID-19 test, 
or if you have a COVID-19 positive inmate, they would be in isolation, which actually shuts 
down a whole unit for us for one person.” Similarly, one staff member explained that if an 
inmate came up to a staff member and said that they felt sick, e.g., they had a cough or had 
shortness of breath, “we would automatically put them in a microfiber mask and secure them in 
their cell until medical visited them.” Another staff member explained a similar process of 
isolating people in cells as quarantine, however the staff explained that quarantine is for any new 
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intake or anyone who goes to an outside appointment. This could be, for example, a medical 
appointment or hospital appointment. According to the staff member, quarantine is ideally a 
place where people never need to leave their cell.  
Both isolation and quarantine units needed to be self-contained, single-cell and ideally 
people could do laundry in those units as well. In order to create medical isolation and quarantine 
spaces in addition to the existing close custody or segregation units, prisons often had to 
rearrange their units.  
We shut down our two high security units, our close custody unit and our segregation 
units, and we ended up moving those inmates up to general population unit where we 
created a new close custody/segregation. And now we use those two high security units 
as our quarantine and our isolation, which is a big deal because now we have inmates 
who really rise to a higher level of risk that are now in a unit that was built for general 
population. 
Every staff member interviewed expressed that the rearranging units impacted the facilities they 
worked in, but according to this staff member, the perceived risk was not due to an increase in 
isolation, but in the increase in freedom of movement given to people who were previously in 
close custody or segregation who were now moved to units built for general population.  
According to staff interviewed, every facility had to find ways to adapt and change daily 
operations to control more movement once the COVID-19 pandemic began. However, even with 
changes made and units being rearranged, challenges arose as a result of the design of the space 
prisons operate in. For example, when one facility had a positive COVID-19 test result come 
back, units had to be shifted around yet again: 
We had to open up another unit, which meant moving our mental health inmates, moving 
them again, to a lockdown unit because we didn't want to move them into a unit where 
the positive cases were coming out of even though all the other inmates in that unit were 
negative… so it was kind of forcing us to place them in a lockdown unit, which isn't 
really good for people with mental health. 
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When prison administrators were rearranging units, i.e., rearranging people, within facilities, 
they also had to take into consideration the nature of Vermont facilities functioning with the 
unified system. Vermont’s unified system resulted in a lot of movement of incarcerated 
individuals for court dates, program requirements, and medical appointments among other 
things. One staff member explained that people coming into facilities for any reason also had to 
be accounted for, as they would need to be placed in intake quarantine: 
… the biggest hurdle is that everybody, every inmate that comes in or is lodged here- 
even if you come in for a detox purposes if you get, we actually take people that are 
intoxicated, until they're sober- has to be put in a quarantine unit so we have, we had to 
adjust our population and our units. 
Vermont correctional facilities were not separate from the communities outside the prison, and 
the practices established inside facilities were not just for people who committed crimes or were 
sentenced.  
Correctional facilities were vulnerable places during the pandemic and everyone inside 
them was subject to that increased vulnerability of contracting COVID-19. However, there were 
major differences in the autonomy people had over their movement and ensuring their own 
safety. There were also major differences in the embodied experiences inside a facility when 
someone became symptomatic or received a positive test. The impacts of COVID-19 in Vermont 
correctional facilities involved increased physical risk of illness for everyone inside facilities, 
i.e., both staff and incarcerated people. The changes that were enacted were challenging and 
emotionally taxing for everyone inside correctional facilities, however, COVID-19 cases were 
more likely to be fatal for incarcerated people and the lack of autonomy over movement and the 
subjection to increased isolation (e.g., via lockdowns, medical isolation and quarantine) were 
disparately felt by people experiencing incarceration. 
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CHAPTER 7: DISCUSSION  
 Group-differentiated vulnerability to premature death is how Ruth Wilson Gilmore 
(2007) defines racism. Gilmore (2007) additionally defines violence as the cause of premature 
death or morbidity. It is from within this framework that I view incarceration during the COVID-
19 pandemic as a particular kind of state-sanctioned violence against people experiencing 
incarceration in correctional and detention facilities. Incarceration increases vulnerability to 
premature death, and that vulnerability is exacerbated under the conditions of the pandemic. Yet 
the question remains of whether or not this violence constitutes additional punishment.  
It is important to note that the vulnerability to premature death and morbidities in spaces 
of involuntary confinement is not devoid of influence from the systems of power that contribute 
to the racial, gendered, and socio-economic patterns of incarceration in the United States. In fact, 
these systems of marginalization, violence, and oppression are compounded in order to produce 
the carceral system that is currently in place. The power of the state to construct race and 
subsequently criminalize race and socio-economic status has played a large role in the 
disproportionate representation of racially and economically marginalized groups of people 
inside correctional and detention facilities in the U.S.  
Existing scholarship on this subject shows that the power to define crime, target specific 
groups of people, and punish those people for committing “crime” via incarceration turns out to 
also be the power to differentially reduce life expectancy and deteriorate the health of particular 
groups of people. Ultimately, the power and capacity to decide who can be incarcerated is also 
the power to determine who can live in poor health and who can die. This idea can be explicitly 
connected to the theory of necropolitics as developed by Achille Mbembe (2003), which, 
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building off Foucault’s (1997, 213-234) discussion of biopower, suggests that the ultimate 
expression of sovereignty lies in the power to kill or allow to live.  
This project showed a number of ways that there were differential health impacts of 
COVID-19 within correctional facilities for staff and incarcerated people. For example, facility 
staff interviewed generally felt safe going to work and most acknowledged that they presented 
the highest risk of bringing coronavirus in the facilities. One staff member felt safer at work at a 
correctional facility than in the grocery store. Safety was also felt by some staff members as a 
result of the long protocol document even if it was not always accessible due to its length. In 
contrast, people experiencing incarceration and their families reported feeling scared, confused, 
and frustrated by the situation. Families and friends did not want their loved ones to die from 
coronavirus in prison, yet this was a very real fear and an unfortunate reality for many. 
According to the ACLU, as of April 1, 2021 a total of 2,534 incarcerated individuals and 184 
staff members have died from COVID-19. The conditions of health and vulnerability to the 
spread of disease in correctional facilities was a threat to public health for everyone. While 
facility staff were not left unscathed, the COVID-19 response in prisons disproportionately 
impacted the daily life of incarcerated people in a way that left them with even less freedom and 
with more vulnerability to poor health, sickness, and premature death than anyone else.  
A topic that frequently came up in interviews with Vermont correctional facility staff was 
how pre-pandemic, staff retention was a normal issue that existed in correctional facilities, but 
this was exacerbated once the pandemic hit. The hardest areas in correctional facilities to 
maintain staff were quarantine and isolation units, where incarcerated people with suspected or 
positive COVID-19 cases were housed. A big difference between groups within correctional 
facilities was that facility staff had the power to define their level of interaction with others 
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because they had more freedom of their movement. In this way, the health of incarcerated people 
was determined by the behavior of facility staff inside and outside the workplace. Incarcerated 
people in some facilities expressed concern that staff were not taking the pandemic seriously, 
which severely risked the safety of everyone inside. Similarly, staff have the power to influence 
the health and safety of incarcerated people in a facility based on their decision about whether or 
not they want to get vaccinated. This is an ongoing issue in nursing homes and hospitals as well.  
Once they are eligible, staff are given the choice of whether or not to actually get the 
vaccine. Skepticism was a concern for some staff members interviewed who expressed that 
fellow staff members were skeptical of the coronavirus itself and also the vaccine. The details of 
national vaccination trends are outside the scope of this project, but it is important to note that 
incarcerated people were not prioritized in Vermont as a vulnerable population. Similarly to how 
the governor did not include any mention of incarcerated people early in the pandemic and there 
was no pandemic protocol developed for correctional facilities when the virus first started to 
spread, there was no early push to prioritize vaccination for incarcerated people nor correctional 
facility staff. Workers in nursing homes and hospitals were prioritized as essential workers and 
nursing home residents were also prioritized as a vulnerable population, but despite the 
knowledge of the health vulnerabilities associated with incarceration, people experiencing 
incarceration in Vermont were in line to be vaccinated by age as if they were free citizens. This 
was a major failure of the state of Vermont and the country as a whole, which left the population 
of incarcerated people at increased risk of contracting the coronavirus and subsequently dying 
from it. This failure also risked larger outbreaks in communities around the state. The failure to 
prioritize the health of incarcerated people was a failure to prioritize public health of the entire 
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state, and therefore the failure to acknowledge that “prison health” and health of the “outside 
world” are intricately intertwined.  
Staff interviewed were quick to acknowledge that correctional facilities are responsible to 
ensure that the physical and emotional needs of people experiencing incarceration are met, but 
— in part because correctional facilities were designed to control and punish, not to operate as 
hospitals— it was particularly impossible for correctional facilities to live up to the challenge of 
meeting all physical and emotional needs during the pandemic. For example, in order to enforce 
public health protocol, staff isolated people in segregation units which are well-known to 
adversely impact health. This presented a slew of concerns, one being that incarcerated people 
might not report symptoms because, as one incarcerated person told VPR “nobody wants to be 
punished for getting sick.” Another concern is that even when incarcerated people are isolated 
from each other, it is within the power of staff members— who could potentially have 
coronavirus— to determine the amount of close contact with incarcerated people. Although, an 
interaction in a Vermont correctional facility showed that even during interactions not considered 
close contact by exact definition, it was still possible for staff to infect others.  
Punishment through incarceration is supposed to be rooted in the removal of someone 
from their home, work, families, and communities and keeping them in prison for a certain 
amount of time. However, there is controversy over what, if any, additional punishment should 
be added to the loss of freedoms. There are many associated material consequences of carceral 
punishment, and this project adds to existing literature about how the consequences of carceral 
punishment are experienced in ways that broadly impact the health of people experiencing 
incarceration. The data compiled in this project add to this discussion in the form of a 
quantitative case study of the COVID-19 pandemic in correctional and detention facilities across 
   
 
131
the United States coupled with a qualitative case study of the COVID-19 pandemic inside 
correctional facilities in Vermont. 
Data presented in chapters 4 and 5 show that people experiencing incarceration were 
more vulnerable to experiencing disproportionate negative health impacts during the COVID-19 
pandemic. The data presented in this project also illustrate that the disproportionate health 
impacts of incarceration reflect broader societal health inequities and highlight the general 
adverse consequences to health during incarceration with or without an ongoing pandemic. The 
COVID-19 pandemic has certainly followed trends brought to light during public health crises of 
the past: When contagious diseases are spreading around the country or around the world, 
prisons and jails are often the hardest hit places even though they are not a priority of national or 
state policy-making or contingency planning. This was evident, for example, during the H1N1 
flu pandemic, the spread of HIV/AIDS, and the resurgence of tuberculosis. Existing scholarship 
on the design and functions of correctional facilities, the characteristics of incarceration and 
incarcerated people, and pandemics of the past and present make several things particularly 
clear: 1) prisons and jails are spaces that are particularly vulnerable to the spread of disease, 2) 
within correctional facilities, people experiencing incarceration are disproportionately at risk due 
to underlying health conditions, the ways that incarceration functions to deteriorate health, and 
the environment of correctional facilities that foster the spread of disease, and 3) the 
disproportionate health impacts of incarceration reflect broader socio-economic and racial 
patterns of health inequities.  
The findings in Chapters 4 and 5 build on the research about these topics. Data from 
chapter 4 provides evidence of the fact that people experiencing incarceration during the 
COVID-19 pandemic were disproportionately likely to contract cases of coronavirus, and 
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incarcerated individuals who contracted COVID-19 were disproportionately likely to die of 
COVID-19 compared to correctional facility staff members. The case fatality rates calculated for 
individuals incarcerated and staff in correctional and detention facilities further emphasized this 
disparity. All spaces of voluntary or involuntary confinement were more vulnerable to the spread 
of COVID-19, however people in spaces of involuntary confinement were even more vulnerable 
for a number of reasons, e.g., incarcerated people are devoid of freedoms and autonomy over 
their movement and other factors that could sustain their emotional and bodily health. The 
physical space occupied by prisons, jails, and detention facilities was shown in the literature to 
be particularly vulnerable to the spread of contagious diseases. However, between the 
populations of staff and incarcerated individuals that exist within these spaces, incarcerated 
individuals were more vulnerable to contracting COVID-19 and more likely to have a fatal case. 
The calculated case fatality rate for U.S. correctional and detention facility staff was 0.15%, 
meaning that of facility staff that tested positive for COVID-19 (N=87,104) within the stated time 
frame, 0.15% (130) of them died. In comparison, of the individuals incarcerated within 
correctional and detention facilities who tested positive for COVID-19 (N=398,204) within the 
same time frame, 0.51% (2,342) of them died.  
This project was not intended to exceptionalize the health impacts of incarceration 
specifically during a pandemic. The coronavirus is only one specific example of a condition or 
sickness that is disproportionately contracted during incarceration. The fact that incarceration 
negatively impacts health is generally not contested; Scholars have identified a number of 
conditions during incarceration (e.g., quality of food, access to adequate health care and 
programming, increased isolation, familial separation) that deteriorate mental and physical 
health. There is controversy over which if any of these conditions constitute additional 
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punishment associated with incarceration. If losing your sense of taste is a symptom of the 
coronavirus but only some people with coronavirus develop that symptom, do we not still 
consider the loss of taste a symptom of the coronavirus? Using this logic, if increased 
vulnerability to a fatal case of coronavirus is a side-effect of incarceration during COVID-19 but 
only some incarcerated people suffer that fate, do we not consider the vulnerability to death by 
coronavirus a side-effect for anyone experiencing incarceration during the COVID-19 pandemic? 
Further, if it is known that incarceration can shorten lifespans and generally deteriorate health 
but this may not be the case for everyone, are these negative health impacts of incarceration not 
considered intentional consequences of incarceration?  
While there is disagreement over what collateral health consequences can be coupled 
with carceral punishment, a prison sentence is generally not supposed to equate to a death 
sentence. Nevertheless, incarceration did end up being fatal for more than 2,500 people 
incarcerated in correctional and detention facilities in the U.S. who died so far during the 
COVID-19 pandemic. This begs the question of whether— or when— the associated 
consequences of carceral punishment become additional punishment themselves. At what point 
is the vulnerability to morbidity and premature death an acknowledged symptom of 
incarceration? Would that acknowledgement lead to a reduction of the use of incarceration? Or 
does that knowledge lie at the foundation of the penal turn and the rise of mass incarceration? 
The COVID-19 death toll reported for incarcerated individuals from the time frame 
between March 31, 2020 and February 26, 2021 was 2,342. Chapter 4 includes the calculation of 
potential years of life lost (YLL) in order to create an estimated quantification of the years of life 
in which that group of people might have lived, loved, and worked in the world. The calculation 
showed an estimated 84,312 potential years of life that this group might have lived. The real loss 
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of life discussed in this project cannot truly be quantified, as there is no way to tell what these 
people might have accomplished or who they might have connected with after they were 
released— if they had been released. There is no way to quantify the way that this group of 
deaths impacted the families, parents, partners, siblings, children, friends, and other loved ones 
who will miss this group of people. For comparison in this measure, I added the same YLL 
calculation for the 9/11 WTC attack, which resulted in the death of 2,800 people and represented 
104,303 potential years of life lost. Since the COVID-19 pandemic is ongoing, the final 
coronavirus death toll for incarcerated people in the U.S. is not yet known, however, it has, 
unfortunately continued growing even throughout the time that this project has been conducted. 
It is also important to note that the death toll resulting from COVID-19 reported in this project is 
certainly underreported and will never truly be known in part because it does not account for 
suicides that might have been influenced by the consequential mental health impacts of increased 
isolation, which was a major part of the public health response implemented in correctional 
facilities to present the spread of contagion.  
The COVID-19 pandemic illustrated clear group-differentiated vulnerability to premature 
death from coronavirus, yet even in places with the absence of COVID-19 specific fatalities in 
correctional facilities (i.e. Vermont), the pandemic illustrated group-differentiated vulnerability 
to contracting the coronavirus. In places where incarcerated people did not have fatal coronavirus 
cases, the health and wellbeing of incarcerated people were still impacted by changes made in 
correctional facilities as public health responses. Bringing these associated health impacts to the 
surface was the purpose of the COVID-19 case study in Vermont correctional facilities presented 
in chapter 5. Interviewing Vermont correctional facility staff illustrated not only how the staff 
perceive prisons and the people incarcerated in them, but these interviews also provided a sort of 
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“expert” knowledge on the Vermont DOC pandemic response. This information allows for a 
discussion of how correctional facility staff and incarcerated individuals in Vermont experienced 
the COVID-19 pandemic based on stories and experiences of the people responsible for carrying 
out DOC pandemic protocol.  
Aligned with national trends, Vermont prisons disproportionately incarcerate people of 
color. While the majority of Vermont’s general state population is White, White Vermonters 
make up a smaller percentage of Vermont’s incarcerated population. Alternatively, non-White 
Vermonters are more likely to be overrepresented in Vermont’s prison population. More 
specifically, Black Vermonters are particularly overrepresented as they make up 1.4% of the 
state’s population, but 9.5% of Vermont’s in-state incarcerated population. This disparity is even 
more apparent in the population of the out-of-state incarcerated population, of which Black 
Vermonters make up 12.8%. Indigenous people and people who represent two or more racial 
identities are also overrepresented in Vermont’s incarcerated population. The overrepresentation 
of any racial group in prisons is significant because it can point to racialized patterns of 
surveillance, policing, sentencing, and imprisonment. However, in the context of this project, it 
is particularly significant because people experiencing incarceration during the COVID-19 
pandemic were more vulnerable to contracting the virus and more likely to die from it.  
 As discussed in chapter 5, Vermont’s correctional facility is unique because of it is a 
unified prison and jail system, which leads to more incarcerated people regularly cycling in and 
out. The maps presented of Vermont correctional facility locations showed that four of the six in-
state facilities were far from any of the most populated cities and towns in the state, where it is 
more likely that incarcerated people and their families live. Vermont also contracts with a private 
prison in Mississippi to house incarcerated people out of state. As a result of the correctional 
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facilities that house Vermonters being geographically distanced from the communities where the 
incarcerated individuals are likely to live (especially in the case of the Mississippi facility), it is 
likely to be difficult for people to sustain their social networks and network capital while 
incarcerated.  
 While there are a host of differences across Vermont correctional facilities (e.g., some 
were described in comparison to schools, cruise ships and hospitals), all facilities housing 
incarcerated people are responsible for meeting the basic needs of those people. However, 
differences in facility layouts allow for different experiences. For example, one staff member 
explained that there were wet and dry cells and the dry cells were generally more cleanly, but as 
a disciplinary measure, people could be housed in the less cleanly cells. The wet cell, which was 
considered not as clean by this staff member also decreases the movement and increases isolation 
of the incarcerated person because it leaves them with fewer reasons to leave their cell. 
Controlling movement is the main prerogative of correctional facilities and facility staff, but this 
control became even more restrictive during the COVID-19 pandemic.  
As previously mentioned, the Vermont Department of Corrections has so far not reported 
any COVID-19 deaths. However, that does not mean that the changes enacted during the 
pandemic did not impact the health of the incarcerated population. On the contrary, the data 
presented in chapter 5 show that mental and physical health of incarcerated people was 
significantly impacted during the COVID-19 pandemic. One of the main ways that health was 
impacted was related to movement separation of incarcerated people from their loved ones, their 
communities, and from each other. The constant state of modified or full lockdown in Vermont 
correctional facilities has meant that incarcerated people have been unable to see their children, 
family, friends, volunteers, or anyone besides security or medical staff in person for over a year.  
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Incarcerated people likely relied on that social interaction with people from the “outside 
world” for a lot of their social and emotional needs. While video visitation, emailing, and calls 
were allowed and even enhanced in some ways, the inability to see loved ones face-to-face 
undoubtedly impacted the mental health of incarcerated people as well as their loved ones. 
Administrative staff were aware of this and in some cases tried to ameliorate the added struggles 
of isolation, e.g., by making quarantine welcoming packages that included games or activities to 
help occupy the time and working overtime. These efforts were met with positive remarks, but 
ultimately would always end up lacking. At the same time that there was concern that mental 
health of incarcerated people was impacted by increased states of confinement, staff interviewed 
also expressed that some medical and mental health staff did not want to enter the quarantine and 
isolation units where the people who likely needed them most were housed. 
The theory of coercive mobility, which has been discussed in the context of people being 
involuntarily cycled back and forth between prison and their communities (Clear 2002), can also 
be applied to the scenario of cycling between various states of confinement within and between 
correctional facilities. After already being physically separated from their loved ones, 
incarcerated people experience increased states of confinement, separation, and isolation during 
the COVID-19 pandemic. Increased states of confinement were deemed a necessary public 
health response during the pandemic, and it was well-acknowledged by facility staff interviewed 
that the lack of visitation and increased use of isolation was difficult for incarcerated people, but 
staff tended to emphasize that the changes and health risks impacted staff and incarcerated 
people alike. During my data analysis, I found that this was not inherently the case. The impact 
of the pandemic on facility staff cannot be equated to the impact on incarcerated individuals. 
This is largely due to the inequalities in freedoms and autonomy over health and movement that 
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facility staff were privy to but incarcerated people are deprived of. The risk of contagion within 
correctional facilities was most likely to be a result of a staff member bringing it into the facility. 
Staff had protocol requirements that involved testing and wearing PPE, but not, e.g., quarantine 
or isolation within the facility, and staff were required to attend extensive meetings and updates 
to stay informed and make sure others were informed on changes to the protocol. The protocol 
document was at first around 20 pages long. It was not ready when the pandemic hit correctional 
facilities, which caused some staff to use a more generic protocol document for vulnerable 
populations until protocol was developed specifically for correctional facilities. The document 
was inaccessible at first because it did not exist when it was first needed, and then it became so 
long— upwards of 130 pages— that it was impossible to expect everyone to read it and be 
familiar with it in its entirety.   
It is also important to note that the Department of Corrections (DOC) press releases 
explicitly stated that lockdowns, medical isolation, and quarantine are jointly implemented by the 
DOC and Vermont Department of Health (VDH) because these forms of confinement and 
separation are intended as public health measures. Does that distinction change the feeling of 
isolation as punishment for incarcerated people subjected to it? According to an incarcerated 
person interviewed by VPR, the line between medical isolation and punishment was blurry. With 
any suspicion of a positive COVID-19 case or an actual positive case, there is immediate 
action— taken by the DOC and VDH— that differentially impacts incarcerated people in 
comparison to the facility staff. A staff member suspected to be positive does not come back to 
work until after a self-administered quarantine and a negative test result. An incarcerated 
individual with a suspected positive case is sent to medical isolation until they have a negative 
test or are asymptomatic. Being sent into isolation is so unappealing that there is worry 
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symptomatic people would not report symptoms to avoid it. These kinds of isolation are intended 
as public health measures; however, they risk looking and feeling a lot like punishments.  
My data analysis also illustrated that suspected cases have a smaller impact relative to an 
actual positive case. When a staff member or incarcerated individual tests positive, the entire 
facility goes into full lockdown until mass testing has been conducted. Staff members can still go 
home, but incarcerated people are kept isolated in single-cells as much as possible. These forms 
of increased confinement are coupled with additional restrictions on movement, social 
interaction, and access to certain resources. While isolation in the form of quarantine and 
medical isolation look different across facilities in Vermont, it was common for some quarantine 
or isolation units to be located in the physical space previously used for administrative 
segregation, i.e., solitary confinement. Even if that was not the case, isolation measures deemed 
public health necessity mirrored solitary confinement in many ways. 
For incarcerated individuals, correctional facilities acted as a series of borders with 
increased restrictions and requirements. Intake quarantine was strictly enforced, similarly to the 
way some countries have required anyone coming from elsewhere to quarantine immediately 
upon arrival during the COVID-19 pandemic. Intake quarantine effectively ensured that 
incarcerated people entering facilities would not spread the coronavirus inside facilities. Intake 
quarantine represents the enforcement of borders from between the “outside world” and 
correctional facilities, however borders were also enforced within correctional facilities (e.g., 
through separating units for quarantine and isolation or putting up plastic screens in 
hallways) and between them (e.g., by implementing intake quarantine and deferring or stopping 
transfers between facilities). Incarcerated people were separated from contact with the “outside 
world” and from each other, but they still had contact with correctional facility staff. Keeping 
   
 
140
people within correctional facilities safe from the coronavirus relied heavily on the behavior of 
facility staff when they were not at work, however there was no way to control or monitor 
facility employee’s behavior. They were free to live their lives outside of work and therefore 
they had the potential to risk the health of incarcerated people inside correctional facilities and of 
the general public. Incarcerated people had no such freedoms and therefore no way to control 
their health or safety during the pandemic. 
Free people across the United States and across the world have experienced an increase in 
isolation, separation, and loneliness throughout the COVID-19 pandemic. Travel restrictions 
across cities, states, and countries have contributed to this separation, which has been linked to 
an uptick in people struggling with mental health. Additionally, there has been an increase in 
suicide across the country during this time. Since the restrictions inside prisons were 
exacerbated, there has been an increase in concern of the status of mental health for the 
incarcerated population. As has been found during past public health crises, incarcerated people 
are less likely to be prioritized in response plans, and when plans are established for them 
specifically, incarcerated people are more likely to be subjected to public health measures that 
mirror punishment. This was true for the COVID-19 pandemic, when public health responses 
were rooted in isolation, separation, and further restrictions to movement.  
An important theme identified by interviewing staff members was that most correctional 
facility staff members believed that their job was rooted in helping people, not punishing them. 
Some staff went out of their way to attempt to help better the situation for incarcerated people by 
developing creative forms of entertainment and opportunities to socialize and by working a lot of 
overtime. Some staff, however, objectified incarcerated people or spoke of them in paternalistic 
or dehumanizing ways, e.g., by stating that the goal of the DOC is “turning out a better product.” 
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Even though staff had a variety of perspectives of incarcerated people, all staff interviewed 
expressed that ensuring health and safety in correctional facilities during the pandemic required a 
joint effort from staff members and incarcerated people.  
Most staff interviewed also expressed that protocol was generally followed without 
problems. One staff member expressed that punishment is not used to enforce COVID-19 
protocol, another said that there were never any issues with protocol compliance, and another 
mentioned that the failure of an incarcerated person to comply with mask-wearing protocol 
results in them being “brought to quarantine, where they will stay until they learn to wear their 
mask. And it’s not necessarily to be mean, but you got to keep everybody safe, right?” This 
suggests extreme variety in experiences, but by using the word quarantine in this context, this 
staff member showed that isolation methods intended for public health were also used for 
disciplinary punishment. In this case, isolation was used both as a disciplinary punishment and a 
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CHAPTER 8: CONCLUSION  
At the most general level of abstraction, we know that structures change under conditions of 
power redistribution— i.e., during times of crisis. In times of crisis, dynamics are peculiarly 
apparent, and insofar as we can catch historical or contemporary shifts on the fly, we might 
recognize something powerful about race and freedom. 
— Ruth Wilson Gilmore “Fatal Couplings of Power and Difference” 
People have generally become more aware of their mortality after periods largely marked 
by sickness and death. This is made clear in the aftermath of the Black Death in the 1340s, e.g., 
with the rise of macabre art, and it is likely that changes in society in the coming years will be 
influenced by the COVID-19 pandemic. The COVID-19 pandemic has served as a reminder of 
how much people value freedom, mobility and social connection. The pandemic also highlighted 
the ways that isolation can be harmful by preventing people from experiencing certain freedoms. 
Throughout the past year, people around the world were challenged with the mental health 
impacts of isolation and the physical sickness of the coronavirus, and these health factors 
significantly impacted people experiencing incarceration. This project has framed the pandemic 
not as an exceptional time, but a time in which the mental and physical health impacts of 
incarceration were made more visible.  
One of the recurring themes from my interview data was the idea that incarcerated people 
are housed in correctional facilities and therefore, as expressed by people interviewed, the job of 
correctional facility staff involves “[taking] care of all [the incarcerated population’s] needs, 
their physical and hopefully emotional needs.” However, even with altruistic intent of the facility 
staff, the carceral system is not equipped to meet all of any person's needs. Spaces of carceral 
punishment are designed in ways that deteriorate mental and physical health, and seemingly no 
amount of desire from facility staff to help the incarcerated population could change the 
structural harm that results from incarceration. This was exemplified during the COVID-19 
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pandemic, when public health measures not intended as punishment often required Vermont 
correctional facilities to use physical spaces for solitary confinement as medical isolation and 
quarantine spaces. Other spaces formerly used for recreation or for programming were 
repurposed to meet public health standards, e.g., one facility shut down their gym and 
transformed it into a space to safely don and doff PPE. This supports a broader theme of this 
project that correctional facilities and correctional facility staff are often tasked with 
responsibilities that they are not designed for or are not capable of.  
Prisons and jails are not hospitals nor schools, and correctional facility staff are not 
trained social workers, yet they are often asked to perform these roles insofar as one staff 
member expressed that they liked their job because it occupied a space between safety, security, 
and social work: “I like the ability to impact people's lives, and we kind of skate this edge 
between law enforcement and human services which, which I kind of like because you get a little 
of both.” The majority of staff interviewed expressed that they had considered jobs in law 
enforcement as police officers before starting long careers with the DOC. Similarly to above-
mentioned themes, police officers are not trained mental health professionals yet they are often 
called to respond to people experiencing mental health crises, which, regardless of the intent, is 
often more harmful than not. Attempting to stop the spread of coronavirus in correctional 
facilities while meeting the physical and emotional needs of incarcerated people was quite 
frankly an impossible feat, but, even without the presence of a pandemic, it is clear that the 
institutions surrounding the carceral system are not designed to support good health. These 
trends were not first discovered during the COVID-19 pandemic, yet the COVID-19 brought 
them into more public discussion.  
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This is also true of the isolation practices used as public health measures during the 
COVID-19 pandemic, which have generally been used as punishment and control mechanisms, 
which leads to the question: If the concern over excessive use of isolation as public health or 
disciplinary practice arises during a pandemic, why do these concerns not remain strong without 
the presence of a pandemic? When increased states of isolation are not used in the name of 
public health, they are still regularly used in the United States as methods of control, discipline, 
and punishment. In pre-pandemic times, it was estimated that 80,000 people are experiencing 
some form of solitary confinement every day. However, during the COVID-19 pandemic, every 
incarcerated person is experiencing an increased state of isolation in lockdown, quarantine, 
medical isolation, administrative or disciplinary segregation, or another form of isolation. The 
pandemic has surfaced a series of concerns about the harmful effects of isolation and calls to 
ensure that isolation in the name of public health does not mirror isolation used in the name of 
discipline and punishment.  
Prolonged isolation has adverse physical and mental health implications. This is an 
uncontested fact that has been known for centuries. However, there is still ongoing controversy 
over where the line is drawn deeming that practice torture, or cruel and unusual punishment. 
Who is deserving of the harm associated with isolation practices? Who decides this and how is it 
decided? The power to make this decision is a power to determine who can be the subject of 
violence, whose life can be shortened, whose body can be weakened in a number of ways, who 
can be brought closer to death, and who can be killed. This project investigated the differential 
health impacts of carceral punishment. The question about what health impacts can be associated 
with state-sanctioned punishment is foundationally based in a more existential question of how 
much value is attached to life and who has the power to diminish that value.  
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This study is inherently centered around life and death and the factors associated with 
incarceration that lead to either premature death or morbidity. If a person is not sentenced to 
execution or life in prison, death is not supposed to be the time when their punishment ends. If 
carceral punishment is generally not supposed to result in death, how much of it is supposed to 
impact the physical or mental health of the person being incarcerated? The United States has 
moved past highly visible corporal punishment in many ways, but do the existing impacts of 
incarceration that deteriorate physical and mental health constitute a modernized, more invisible, 
form of corporal punishment? What does this mean for the more than 2,500 people for whom a 
prison sentence was turned into a death sentence from COVID-19? This begs another question of 
where the line is drawn, if there is any line or limitation, between carceral punishment and 
subjugation to fatal conditions. For centuries, states have wielded the power to punish, to strip 
citizens of their freedoms and autonomy, to dispossess them of their property and livelihoods, to 
deem them as “other” or “criminal.” In the year 2021, states still reserve the right to kill, or to 
otherwise increase vulnerability to death and morbidity. States brandish that power over citizens 
with visible actors of legal and carceral punishment (e.g., police and prisons), with less-visible 
actors (e.g., executions) that happen behind doors, and with additional “invisible” punishments 
which adversely impact health of currently and formerly incarcerated people.  
This discussion is also centered around the value that U.S. society had allotted to human 
life. What does it mean that such large groups of people live at the margins of society to begin 
with? What does it mean that so many people struggle to meet their basic needs? It is important 
to note that this project lies in the shadow of ongoing waves of racism, xenophobia, sexism, 
homophobia, transphobia, ableism, and other forms of violence, and that this violence is not 
always enacted in front of cameras or displayed heavily on the news. State-sanctioned violence, 
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such as violence enacted by police and prisons, often falls outside of the public radar, but that is 
not always the case. For example, the ongoing case of George Floyd’s murder has been heavily 
featured in the news as his killer, former police officer Derek Chauvin, is on trial, but police 
violence can normally be hidden from the public eye. Along the same vein, the nearly 2.3 million 
people locked behind bars, in cages, and dehumanized in a multitude of ways are out of sight by 
being behind wall in spaces generally lacking transparency, but in times of “crisis” such as 
during the COVID-19 pandemic, there might be more attention paid to this population from 
scholars and activists since this population is particularly vulnerable to sickness and death.  
Scholars and activists have long questioned the limits of the state’ power to enact 
violence, e.g., in the words of Achille Mbembe (2003), “Under what practical conditions is the 
right to kill, to allow to live, or to expose to death exercised? Who is the subject of this right?” 
According to Foucault, invoking the concept of human rights is the best method of limiting fatal 
power (Foucault et al. 2017). While human rights can be a critical tool against power wielded by 
systems of discipline, surveillance, punishment, or security, a human-rights argument is most 
powerful when people truly believe in the value of all human life and in addressing the inequities 
that are made clear by our increasingly globalized world. It is with a fundamental respect for 
humanity and for life that abolitionist scholars and activists have particularly argued that reform 
efforts cannot solve the problems within the current carceral system. Even if there had been 
larger efforts for decarceration and compassionate release at the start of the COVID-19 
pandemic, the remaining people incarcerated would still have faced many of the health impacts 
discussed in this project.  
Prisons themselves have been framed as spatial responses to political and economic crises 
(Gilmore 2007), and activist organizations have emphasized that violence, criminalization, and 
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incarceration of marginalized communities of color have been a default response in times of 
“crisis” whether it be the 9/11 WTC attacks or widespread poverty (CR10 Publications 
Collective 2008, 25). As Ruth Wilson Gilmore (2007, 26) argues, “crisis means instability that 
can be fixed only through radical measures, which include developing new relationships and new 
or renovated institutions out of which already exists.” This sentiment is further articulated in a 
statement published by abolitionist organizations Critical Resistance and INCITE!: 
We seek to build movements that not only end violence, but that create a society based on 
radical freedom, mutual accountability, and passionate reciprocity. In this society, safety 
and security will not be premised on violence or the threat of violence; it will be based on 
a collective commitment to guaranteeing the survival and care of all peoples” (CR10 
Publications Collective 2008, 25). 
In stark contrast to this vision, the ongoing pandemic has brought the surface a series of harsh 
realities about how, instead of a commitment to guaranteeing the “survival and care of all 
peoples,” our current carceral system creates group-differentiated vulnerability to premature 
death and morbidity in the name of safety and security.  
This project has highlighted that the current carceral system in this country is not only a 
mechanism of social control that “disappears” and dispossesses large groups of marginalized 
people, but also differentially deteriorates the health of those people. The consequences of 
incarceration manifest as increased vulnerability to premature death and morbidity for currently 
and formerly incarcerated people with additional impacts for their families, friends, and 
communities. People are sent to prison as punishment, not for punishment to be enacted upon 
them. Why then is almost every aspect of incarceration damaging either to mental or physical 
health? Why then, does the very nature of incarceration increase vulnerability to premature 
death? Contracting the coronavirus or dying from the coronavirus should not be a part of a prison 
sentence. A lack of access to adequate health care should not be part of a prison sentence nor 
should poor nutrition, familial separation, or a decrease in life expectancy. Ultimately, the health 
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impacts of incarceration during the COVID-19 pandemic showed that the decision to incarcerate 
people— and the decision to not release incarcerated people at the onset of the pandemic— was 
also the decision that people who can be subjected to carceral punishment can also be made more 
vulnerable to sickness or death by coronavirus. Even when the associated consequences of 
incarceration are enacted in the name of public health, not discipline, they are still collateral 
punishments associated with incarceration and, therefore, they represent yet another facet of 
state-sanctioned violence.   
Limitations 
There were a number of limitations that presented themselves throughout the process of 
this project. The lack of transparency centered around correctional facilities was a major 
limitation, but it was also an important addition to my findings. Information on the subject of 
incarceration is not always easily accessible. At the start of the COVID-19 pandemic, there was 
no central government reporting and collecting agency tracking covid-19 in correctional facilities 
so this information was mainly collected by non-profits and university-based research 
organizations. It is difficult to reliably keep track of people who are directly or indirectly 
impacted by incarceration. This is exemplified through trends in data collection: for example, 
there are no databases that keep track of children with incarcerated parents. Keeping track of the 
incarcerated population is also particularly difficult because of fluctuations of people cycling in 
and out of prison. COVID-19 tracking databases were established and reported by non-profits, 
universities, and the CDC, but this data still needs to be looked at with a critical eye. This is 
because COVID-19 case data was reported differently in different states and the numbers are 
influenced by testing patterns. It is possible that these numbers are underestimated because of 
this. In Vermont for example, during early stages of the pandemic, routine testing was not a part 
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of the COVID-19 response plan and facility-wide testing was only a response to a positive staff 
or incarcerated individual case. Only later on did “test to suppress” become the response plan. 
Another major limitation of this project was due to the extreme variety within and 
between correctional facilities throughout states and across the country. It is difficult— if not 
impossible— to generalize to such a large and dynamic group. This is one of the reasons that I 
decided to include a qualitative component to this project. I wanted to highlight human 
experience during this particular moment, even if it could not be the incarcerated population who 
were most impacted. The qualitative findings of this project were intended to shed light on the 
embodied experiences of being inside correctional facilities during this moment and to 
emphasize the non-fatal impacts of incarceration using the COVID-19 pandemic in Vermont 
prisons as a case study.  
Rules and regulations of the carceral system exclude incarcerated people from being able 
to easily share their own stories. Ideally, incarcerated people should have been the central voice 
featured in this project, however it was outside the scope of this research to get access to 
interviews with incarcerated individuals. This would have extremely time-consuming and 
required approval from the IRB, correctional facilities, and consent from the incarcerated people. 
This would have been especially difficult to do successfully because incarcerated people are a 
particularly vulnerable population being dispossessed of freedoms, autonomy, and locked in an 
imbalanced power dynamic. Incarcerated people even suggested to news sources that they feared 
retaliation from prison staff if they agreed to do news interviews.  
It should also be noted that I am critically aware of my own positionality in relation to the 
subject of this project and reflecting on my identity and experiences informed many of the 
decisions I made throughout this research study. I was constantly considering the ethical 
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implications of this research subject in conjunction with my positionality as a college-educated, 
white, cis-woman who has never been involved in the criminal legal system and has only entered 
correctional facilities in a volunteer capacity. However, I believe that I am in a favorable position 
to conduct this research because I have not been directly involved in the carceral system yet I 
have spent considerable time inside a Vermont correctional facility in a volunteer capacity.  
Further Research 
 While this project addresses broad themes, the research that I conducted only provides a 
specific case study from a particular place at a particular moment in time. Since the COVID-19 
pandemic is ongoing, similar research should be conducted post-pandemic to allow for a wider 
perspective on the health impacts of incarceration during this time. Similar qualitative research 
should be conducted in different states or regions and could be interesting to draw comparisons 
from. It is imperative that further research is conducted on all facets of the carceral system 
especially due to the fundamental nature of correctional facilities and detention centers, which is 
to be lacking in transparency. Any lack of transparency increases the potential for human rights 
concerns, and research can help bring issues that might otherwise stay hidden into a new light.  
One major shortfall of this project is the fact that, while I discuss the health impacts of 
incarceration, there is little focus on the gendered nature of incarceration. This project lightly 
touched on the demographics of the incarcerated population being largely made of Black and 
Latino men, but this project did not account for other marginalized identities such as trans-
women of color. This project also did not account for the differential experiences of people with 
non-binary gender identities. Future research should focus on how people with gender-identities 
or other identities that make them more vulnerable to adverse health experiences are impacted by 
incarceration. Another shortcoming of this project is the lack of discussion on health impacts of 
the COVID-19 pandemic within migrant detention centers. This topic is extremely significant in 
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this political climate with the rise of xenophobia, anti-immigrant sentiments, and populist 
nationalism around the world. The number of incoming migrants in the U.S. is not likely to 
decrease in any major way, and therefore the systems that criminalize, exclude, and “disappear” 
migrants should also be the subject of extensive research. Systems of power and institutions 
designed to control large groups of people tend to be those with the largest possibility for human 
rights violations and the most lacking in visibility or transparency.  
An interesting project for future research on this subject would be social media analysis 
using twitter. A project analyzing social media engagement with subjects surrounding 
incarceration before, during, and after the COVID-19 pandemic coupled with a content or 
discourse analysis of the social media engagement could reveal interesting trends about changes 
in transparency and public opinions of incarceration. Nevertheless, in any project about 
incarceration, there are a number of ethical concerns that must be considered, some of which are 
discussed in chapter 4 about my research methods. Ultimately, including the voices and 
experiences of the people most impacted by this system should be the main priority in this kind 
of research if it is at all possible. To take a more holistic approach to studying such a multi-
faceted subject, research on similar subjects should also implement multidisciplinary mixed-
method research. This can not only allow the researcher to approach a subject from a variety of 
perspectives and limit the possibility of bias, but it can allow for a more comprehensive 
understanding of the project. Nevertheless, even such projects can be lacking in presenting the 
whole picture of a subject. This project took a multidisciplinary approach and implemented 
mixed-methods, but still lacked important information because it relied so heavily on social 
science literature and research methods which left it lacking in more technical knowledge from 
fields of public health or the health sciences. 
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Interview Guide for Semi-Structured Interviews: 
 
1. Can you explain to me, in your own words, what your job looks like day to day?  
 
2. How would you describe the correctional facility you work in to someone who has never been 
inside one or never heard of one? 
 
3. Why did you choose to work for the DOC? What is rewarding about your job? 
 
4. Can you walk me through the changes that you’ve noticed since the pandemic? 
 
5. What has been the hardest thing you’ve had to deal with as a DOC employee during this time?  
 
a. Can you tell me a story of a difficult situation you experienced? A difficult decision you 
had to make? 
 
6. If it was a factor: Based on CDC guidelines for correctional facilities (or other health expert 
recommendations), how were you able to meet those standards?  
 
a. What changes were made as a result of guidelines or recommendations? 
b. Are the changes enforced? How? 
c. If changes were made based on CDC recommendations, in that process did you find that 
any of those recommendations were particularly difficult for a correctional facility?  
 
7. Can you think of a time when you noticed that someone (staff or incarcerated person) didn’t 
adhere to the new rules? How did you- or others- react?  
 
8. Compared to many states, Vermont has done a great job with mass testing and data collection. 
What do you think the significance of that is? Why is this important to Vermont’s pandemic 
response? 
 
9. Are there any lessons you’ve learned from working for the DOC during the pandemic? 
 
10. Do you think that any of the changes made in the past year will contribute to lasting changes even 
after the end of the pandemic? 
 
11. The mission statement of the Vermont DOC is as follows: “In partnership with the community, 
we support safe communities by providing leadership in crime prevention, repairing the harm 
done, addressing the needs of crime victims, ensuring offender accountability for criminal acts, 
and managing the risk posed by offenders.” 
 
a. How has this mission guided the prison response to the ongoing pandemic? 
b. In your opinion, has “managing the risk posed by offenders” changed since the start of 
the pandemic?  
c. What role does this mission play in how you think about your work for the DOC? 
 
12. Is there anything else you’d like to share with me about your experience during the pandemic? 
